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IN BRONCHIAL ASTHMA. “MARKED INCREASE IN VITAL CAPACITY.” 


objective evidence of relief 


‘Dexamethasone produced moderate to excellent improvement in 85 

per cent of 143 patients with bronchial asthma and pulmonary 
emphysema. Objective evidence of antiasthmatic effects: “Maried 

. Increase in Vital Capacity and Maximum Breathing Capacity’”’ 
..."Increased Efficiency in The Air Flow Dynamics of Maximal Cough.” 


Supplied: as 0.75 mg. and 0.5 mg. scored, pentagon-shaped table's in 
‘bottles of 100. Also available as Injection DECADRON 
. Phosphate and new Elixir DECADEON. 

Additional information on DECADRON is avail- 

able to physicians on request. DECADKON 

is a trademark of Merck & Co., Inc. 


*Bickerman, H.A., etal.: Physiologic and 
steroid therapy in respiratory disease, 
Scientific Exhibit, A.M. A. Convention, 
Atlantic City, N. J., June 8-12, 1959. 


MERCK SHARP & DOHME 
Division of Merck & Co., INC., West Point, Pa, 
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Brand of Valethamate bromide 


. S 


in the G.L tract in acute gastrointestinal upsets and severe attacks of pylorospasm, 
pain and spasm are promptly controlled.*:? “‘Murel” with Phenobarbital has been employed 
in functional disorders of the gastrointestinal tract with outstanding success.? 


in the G.U. tract «murei’ rapidly relieves smooth muscle spasm in renal colic, irrita- 
ble bladder, pyelonephritis, pyelitis, and urethritis.*-> 


in the Biliary tract in 22 patients with posthepatic biliary disease and chronic 
cholecystopathies with or without stones, ‘‘Murel’’ relieved pain in all but 2 patients, who 
required subsequent surgery.* 


as adjunctive therapy in Peptic Ulcer among 97 peptic ulcer patients, 92 
per cent experienced complete or substantial relief of pain within three days.® 


Remarkably free from drug-induced complications: Visual disturbances, mouth dryness, inter- 
ference with micturition or bowel evacuation occur in only 4 per cent of cases, compared to 
as high as 15 per cent with other antispasmodics, especially the anticholinergics.* 


Average Suggested Dosage: Oral—40 to 80 mg. daily (in divided doses), depending on condition and 
severity. The higher range of dosage is usually required in spasm of the genitourinary and biliary tracts. 
When anxiety and tension are present, ‘“Murel’’ with Phenobarbital is suggested. Parenteral—In acute, 
severe spasm — 1 to 2 cc. (10-20 mg.) |.V. or |.M. Subsequent injections may be given every 4-6 hours up 
to a maximum dosage of 60 mg. in 24 hour period. 

Precautions: As with other antispasmodic agents, caution should be exercised in patients with prostatic 
hypertrophy, glaucoma, pyloric obstruction with significant gastric retention, and in the presence of cardiac 


arrhythmias. “‘Murel”’ Injectable and phenobarbital sodium in solution are chemically incompatible when 
mixed in the same syringe. 


Side effects such as mouth dryness, disturbances of accommodation, interference with circulation, micturi- 
tion, or defecation have occurred occasionally, but usually at higher than average dosage. 
Available: 
No. 314—‘“Murel” Tablets — Each tablet contains 10 mg. Valethamate bromide 
No. 318—“Murel” with Phenobarbital Tablets — Each tablet contains 10 mg. Valethamate bromide 
with '/ gr. phenobarbital. (Warning: May be habit-forming.) 
No. 315—“‘Murel’”’-S.A. Sustained Action Tablets—Each tablet contains 40 mg. Valethamate bromide 
No. 319—“‘Murel” with Phenobarb-S.A. Sustained Action Tablets— Each tablet contains 40 mg. 
Valethamate bromide with '/. gr. phenobarbital, present as the sodium salt. 
(Warning: May be habit-forming.) 
Bottles of 100 and 1,000. 
No. 405—“‘Murel” Injectable— Each cc. contains 10 mg. Valethamate bromide, in 5 cc. vials. 
(This sterile aqueous solution also contains 2% benzyl alcohol: adjusted to pH 5 
with sodium acetate and acetic acid.) 
References available on request. 
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Announcing 
The Fifth Program of Grants - 


Applications are invited from eligible interns and young physicians 
who wish to be considered in the fifth program of Wyeth pediatric 
residency fellowships. 


These fellowships will take effect on July 1, 1962. Applications must 
be in the hands of the Selection Committee by December 4, 1961. 


Awards are made annually to selected applicants who aspire to speciali- 

zation in pediatrics but for whom it would be financially difficult to 

undertake the residency training required for Board certification. Each 

grant provides $2400 yearly for two years of residency in a hospital 

accredited by the Residency Review Committee of the Council on 

Medical Education and Hospitals of the American Medical Association, 

the American Board of Pediatrics and the American Academy of 
Pediatrics. 

Applicants must be citizens of the United States or Canada. Awards 

are limited to interns, to young physicians who have recently com- 

. pleted internships, to physicians coming out of the armed services or 

i U.S. Public Health Service, and to research Fellows. Those who have 

already started pediatric residency training are ineligible. Awards are 

made directly to fellowship recipients, and do not replace the stipendal 

; normally paid to residents by the institutions. 
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Wyeth plays no part in the selection of recipients. Awards are made 
according to recommendations of the Selection Committee, com-f tnices a 

posed of distinguished physicians in active pediatric ce ee 


service. Request for applications or further informa- 5 tributed sol 


tion should be addressed to the committee chairman: —_ 2 
Philip S. Barba, M.D., School of Medicine, University 
of Pennsylvania, Philadelphia 4, Pa. 
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Articles are accepted for 
publication with the under- 
standing that they are con- 
tributed solely to this pub- 


yy sician 


lication, and will directly 
terest or be of practical 
value to resident physicians 
and interns. When possible, 
wo copies of the manuscript 
should be submitted, 


Journal for the Hospital Staff Officer 


sident 
Physician 


Editor-in-Chief Perrin H. Long, M.D., F.R.C.P. 


Professor of Medicine, Emeritus 
Downstate Medical Center, 

State University of New York 
Consultant, Kings County Hospital 
Center. 


Managing Editor 


a 
Resident Staff Director 


Resident Editor 


Production 


Robert B. Palmer 


Salvatore R. Cutolo, M.D. 


Edward R. Bloomquist, M.D. 


Katherine C. Weber 
James F. McCarthy 


Gill Fox 
Alex Kotzky 


RESIDENT PHYSICIAN, Contents copyrighted 1961 by 
The Resident, Inc., Randolph Morando, President; William 
Leslie, Vice President and Sales Director; Roger Mullaney, 
Vice President and Sales Manager; Walter J. Biggs, Vice 


President and Sales, 


New York. 


1447 Northern Boulevard, Manhasset, 


Subscription rate $10 per year. Single copies $1. 
Notify publisher promptly of change of address. 


Uetober 1961, Vol. 7, No. 10 


| 7 
| 
| 
J 


what 
most 
coughers 


need 


now 
inasingle 
teaspoon 


(5 cc.) 


the antihistamine 
most likely to succeed 


two highly approved 
decongestants 


the expectorant that 
works best 


additional cough 


suppressant action 
(in Dimetane Expectorant-DC) 


Exp 


Dimetane Expectorant with Codeine EXp 


Cc 


Anest 


J. ADR 
ment o 
pital of 


Max 
partme! 
sity of 


MarRIOnN 
fessor ; 
Dermat 
York [ 
cal Sch 


Gener: 


C. WEs 
eral Prz 
versity 


GEORGE 
Practice 
tal, Bal 


Medici 


WILLIAD 
Medicin 
cal 


CHARLE: 
Professc 
cal 


October 


| 
10lar 4 
A. H. ROBINS RICHMOND 20, VIRGINIA 


Anesthesiolo 


J. ADRIANI, M. 
ment of Anesth 
pital of New 


, Director, Depart- 
logy, Charity Hos- 
Tleans. 


Max S. Sapove, M.D., Director, De- 
partment of Anesthesiology, Univer- 
sity of Illinois. 


Dermatology 


MaRION B. SULZBERGER, M.D., Pro- 
fessor and Chairman, Department of 
Dermatology and Syphilology, New 
York University Postgraduate Medi- 
cal School. 


General Practice 


C. WESLEY EIsELE, M.D., Chief, Gen- 
eral Practice Residency Program, Uni- 
versity of Colorado. 


GeorGE ENTWIsLE, M.D., General 
Practice Program, University Hospi- 
tal, Baltimore. 


Medicine 


WILLIAM B. Bean, M.D., Professor of 
Medicine, University of Iowa Medi- 
cal School. 


CHARLES Davipson, M.D., Associate 


Professor of Medicine, Harvard Medi- 
cal School. 
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C. WesLeY M.D., Associate 
Professor of Medicine; Associate 
Dean in Charge of Post Graduate 
Medical Education, University of 
Colorado. 


CHARLES L. LEEDHAM, M.D., Director 
of Education, Cleveland Clinic, Frank 
E. Bunts Educational Institute. 


JoHN C. LEONARD, M.D., Director, 
House Staff Education, Hartford Hos- 
pital. 


Obstetrics-Gynecology 


ALAN F. GUTTMACHER, M.D., Direc- 
tor, Department of Obstetrics and 
Gynecology, Mt. Sinai Hospital, New 
York City. 


Ophthalmology 


Derrick T. VaiL, M.D., Chairman, 
Department of Ophthalmology, North- 
western University Medical School. 


Crthopedics 


Haro_p A. SoFiELD, M.D., Professor 
of Orthopedic Surgery, Northwestern 
University Medical School. 


Otolaryngology 


Dean M. Lier_e, M.D., Chief, De- 
partment of Otolaryngology and Max- 
illofacial Surgery, State University of 
Towa. 


11 


VIRGINIA 


© during hospitalization and 
| throughout convalescence 


SUSTAGEN 


Complete therapeutic nutriment 


to supply all or part 
of the patient's 
nutritional requirements 


> inthe hospital... 
By the time a patient reaches the 


Patho 
JOHN | 


hospital—whatever his illness— of Patt 
undernourishment is sometimes a Lincolr 
complicating factor. To overcome Pediat 
the problem, Sustagen offers a thera- 
peutic diet of carefully controlled, a. 
essential nutrients'*—ideal for tube pital. 


feeding,’ palatable in beverage 
form.’ This diet helps promote good Plasti 
nutrition, hasten convalescence.” NEAL 

Clinic, 
in the home... sor of 


School 
The convalescent who continues to 


receive Sustagen at home is more J Psych 
likely to hold or increase his nutri- fF wy... 
tional gains. Each glassful you spec- fessor ¢ 
ify adds 390 calories to his diet, retary, 
including 23.5 Gm. protein, 3.5Gm. [| °% Psyc 
fat, and 66.5 Gm. carbohydrate— Public 


plus important quantities of all J preye, 
essential vitamins and minerals. H 
ERMA! 
mission 
references York 
(1) Pareira, M. D., et al.: J.A.M.A. 156: * 
810-816 (Oct. 30) 1954. (2) Winkelstein, As . 
Am. J. Gastroenterol. 27:45-52 (Jan.) 1957. Radiol 
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Pathology 


Joun R. M.D., Professor 
of Pathology, University of Nebraska, 
Lincoln. 


Pediatrics 


JaMES Marvin Baty, M.D., Physi- 
cian-in-Chief, Boston Floating Hos- 
pital. 


Plastic Surgery 


NEAL Owens, M.D., The Owens 
Clinic, New Orleans; Clinical Profes- 
sor of Surgery, Tulane University 
School of Medicine. 


Psychiatry 


WILLIAM C. MENNINGER, M.D., Pro- 
fessor of Psychiatry and General Sec- 
retary, Menninger Foundation School 
of Psychiatry. 


Public Health and 
Preventive Medicine 


HERMAN E. HILLEBoE, M.D., Com- 
missioner of Health, State of New 
York. 


Radiology 


H. Poppet, M.D., Direc- 
tor of Radiology, Bellevue Hospital 
Center. 
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Advisory Board 


Physician 


Rehabilitation and 
Physical Medicine 


SepGwick Meap, M.D., California 
Rehabilitation Center, Vallejo. 


Resident Staff Director 


SALVATORE R. CuToLo, M.D., Deputy 
Medical Superintendent, Bellevue 
Hospital Center. 


Surgery 

DonaLp C. Co..ins, M.D., Assistant 
Professor of Surgery, College of 
Medical Evangelists. 

Ear J. HALLIGAN, M.D., Director of 
Surgery, Jersey City Medical Center. 


KarRL A. Meyer, M.D., Chairman, 
Department of Surgery, Cook County 
Hospital. 


Howarp E. Snyper, M.D., The Sny- 
der Clinic, Winfield, Kansas. 


Thoracic Surgery 


PauL C. Samson, M.D., Associate 
Clinical Professor, Stanford Univer- 
sity School of Medicine. 


Urology 


HERBERT B. Wricut, M.D., Chief of 
Urology, Evangelical Deaconess Hos- 
pital, Cleveland. 
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MANAGEMENT OF HYPERTENSION BEGINS , 


PHYSICIANS PRESCRIBE 


LIA 
CHLOROTHIAZIDE 


r more often than any other diuretic 


“Since the chlorothiazide compares well 


= in effectiveness with other hypotensive 


- with normal renal function. Inthe absence 


ig of signs indicating urgency in the reduc- 
Ze tion of pressure we find it advisable to 


continue such treatment for one or two 
months.” 


Conway, J., and Lauwers, P.: Circulation 21:21, 
= January, 1960. 


S Supplied: 250-mg. and 500-mg. scored tablets 


DIURIL chlorothiazide in bottles of 100 and 1000. 


Before prescribing or administering DIURIL, the 
physician should consult the detailed information on 
use accompanying the package or available on re- 
quest. DIURIL is a trademark of Merck & Co., INC. 


SHARP & DOHME 
Division of Merck & Co., INC. West Point, Pa, 
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herapeutic 
Reference 


The following index contains all the products ad- 
vertised in this issue. Each product has been listed 
under the heading describing its major function. By 
referring to the pages listed, the reader can obtain 


more complete information. All products are regis- 
tered trademarks, except those with an asterisk(*). 


Allergic Disorders and Asthma 
Novahistine Elixir ......... 25 


Analgesics, Narcotics, 
Sedatives and Anesthetics 


126, 127 
Butisol Sodium ............ 119 
Placidyl . . Between pages 38, a 
Antibiotics 
Signemycin, Terramycin, 
lerramycin Between pages 150, 151 
Anticoagulants 
Antidepressants 
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Antiemetics 


Tigan Injectable ..... 129 


Antiinflammatories 
Varidase Buccal Tablets 29 


Antispasmodics 
Murel 


Arthritic Disorders and Gout 


Medrol Medules ........... 181 
Cardiovascular Disorders 
42 
.38, 191 
eee 116, 117 
Careers 

V.A. Career Residencies .. 195 
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Contraceptives 


Ko: o-Flex Diaphragm 
Oriho-Creme, Ortho-Gynol . 


Ramses Bendex ........... 


Cough Control 


Benylin Expectorant 
Dimetane Expectorant, Dime- 
tane Expectorant-DC 


Equipment and Supplies 


Birtcher Megason VI Ultra- 


Professional Furniture* 
Rudich Treatment Units .... 


Eye, Ear, Nose and Throat 


Investment and Insurance 
Accident & Hospital Insur- 


Laxatives and 
Anticonstipation Preparations 
32 
Menstrual, Premenstrual 

and Menopausal Syndromes 
Miscellaneous 


Pediatric Residency Fellowships 8 
Plasma Modifiers 


Postoperative and 
Postpartum Care 


102, 103 
Skin Disorders and 
Antibacterials 

Furacin Topical Cream ..... 49 
Selsun ...... Between pages 38, 39 


Steroids and Hormones 


Cordran, Cordran-N 

Between pages 22, 23 
Decadron Phosphate Injection 177 
Hydrocortone Phosphate In- 


Vallestril ....... 111 
Veriderm ._... 37 
Tranquilizers 
Compazine, Stelazine, Thor- 

Librium Injectable ......... 33 


Vaginal Preparations 


Massengill Powder ..... . 138, 139 
145 


Vitamins and Nutrients 


Vi- Sol Chewable Vitamins ._. 


Ulcer Management 


Weight Control 
Carnation Instant .......... 48 


. 185 
36 
47 
ul 
4 123 
10 J 
= Diabetes 
.............44, 45, 46 
Agent 
Combistix ..............Cover 3 
Diuretics 
cpilepsy 
B-D Products 31 
mm Daily Log (1962) ......... 190 
197 
Patrician “200” 
28 
.............. 56 
Hygiene 
43 
Therapy 
Furadantin 50 mg. ....... 108, 109 
Memoantrisin 58 
baker’s Modified Milk ...... 121 
Sobee .. Cover 4 9 
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effective by itself in many hypertensives... 
indicated in all degrees of hypertension 
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is pharmaceutical 


advertising 


really “advertising”? 


of course it is, though some have called it 


“education” . . . not really “advertising.” 


Of course it’s “advertising”. . . a frankly competitive activity of the 
American private enterprise system to which this industry belongs. Of 
course it’s “advertising”... created in the hope of getting the physician 
to note and read; of persuading him, by setting forth proven indications 
and advantages, to learn about a drug; and of thereby helping him alle- 
viate suffering or cure disease by préscribing it. 


“Advertising”? Surely! BUT indisputably different from any other ad- 
vertising in the world (which is just what has led people to devise var- 
ious different names for it). For in its proper role it communicates the 
vital information ... good, bad, and indifferent... and it keeps the phys- 
ician abreast of each useful new clinical application and éach new 
danger revealed during increasing use of the drug. 


There’s been a lot of talk about “over-advertising”, and there may have 
been occasional excesses. But consider the potential dangers, in this era of 
astonishing new drugs, of “under-advertising”...in view of the complexity 
of modern drug therapy; the lag of 6 to more than 18 months before the 
appearance of definitive medical articles on new drugs; and the fact that 
there is no other source of such comprehensive information about a new 
agent as the company that ran it through the crucial gauntlet of animal 
pharmacology and clinical investigation. 


on). 


This message is brought to you on behalf of the producers of prescription 
drugs. For additional information, please write Pharmaceutical Manufac- 
turers Association, 1411 K Street, N.W., Washington 5, D.C. 
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Viewbox Diagnosis 


Edited by Maxwell H. Poppel, M.D., F.A.C.R., 
Professor of Radiology, New York University College of 
Medicine and Director of Radiology, Bellevue Hospital Center 


Le 
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A 27-year-old female with history of 


painful joints for eight years’ duration. - put 


What Is Your Diagnosis? vr 
1. Osteomyelitis 3. Condensing metastatic disease Effor 
2. Osteitis condensans ilii 4. Rheumatoid osteopathy It 
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Letters 


to the Editor 


Unsigned letters will neither 
be published nor read. 
However, at your request, 
your name will be withheld. 


Efforts in D. C. 


I think you will be interested 
to know that some changes are 
expected to take place in the 
regulations of the State Board in 
the District of Columbia. Present 
regulations permit foreign gradu- 
ates to take the State Board only 
if they got their degree from a 
medical school which is on the 
list of the Board; no French, Ital- 
ian or Spanish schools are on that 
list and naturally any graduates 
of such schools are automatically 
excluded. 

Efforts to change this were 
made for two years but were un- 
successful until I finally got Con- 
gressman Friedel from Baltimore 
to take the matter in his hands. 
Yesterday a hearing was granted 
and everybody including the State 
Department agreed that the above 
regulations were unfair and 
should be rapidly changed in fa- 
vor of the ECFMG. Unfortun- 
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ately this may still take several 
months until it goes through the 
House of Representatives and 
then through the Senate; in the 
meantime, the Congress is pre- 
paring to adjourn until the fall. 
However, a great step forward 
has been made thanks to Con- 
gressman Friedel and he certainly 
deserves the gratitude of all the 
foreign graduates who will some 
day take advantage of the 
changes. 


Philippe F. Polani, M.D. 
D. C. GENERAL HosPITAL 
WASHINGTON, D. C. 


e We are glad to hear of this 
and wish to congratulate Con- 
gressmen Friedel and Muter, 
Drs. Stubbs, Finucane and Pol- 
ani, the District Commissioners, 
and the House District Commit- 
tee, for supporting such a prac- 
tical and common sense measure. 

—Continued on page 38 
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3. Develops patients’ confidence. Easy to use. 


Recommend: KORO-FLEX Compact, the ONLY compact that provides the 
arcing diaphragm (60-95 mm) and Koromex jelly and cream (trial size), More 
satisfied patients result from trying both and then selecting the one best suited 
to physiological requirements. Eliminates guessing. Supplied in feminine 
clutch-style bag with zipper closure. Write for literature. 
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5. Locks in spermicidal lubricant—delivers it directly 
under and next to the os uteri. * ¢ 
5 HOLLAND-RANTOS CO., INC. + 145 Hudson Street + an 13, j Y. Upi 
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Take an “inside look” at 
remarkable advance in 
topical steroid therapy 


Veriderm Medrol consists of Veriderm, 
base closely approximating the composi- . 
tion of normal skin lipids, and Medrol, 
highly effective corticoid. 

Topical use of Veriderm Medrol Acetate 
produces symptomatic relief and objective 
improvement of dermatoses, and at the 
same time aids in correcting dry skin 
conditions. Veriderm Medrol Acetate, less 
greasy than an ointment, less drying than 
a lotion, is indicated in atopic, contact, or 
seborrheic dermatitis; neurodermatitis; 
anogenital pruritus; allergic dermatoses. 


in four formulations: Veriderm Medrol Acetate 
— Each gram contains: Medro! (methyiprednisoione) 
state 2.5 mg.; Methylparaben 4 mg.; Buty!-p-hydroxyben- 
zoate 3 mg.; in a skin lipid base composed of saturated and t 
unsaturated free fatty — triglycerol and other esters of 


fatty acids; ati ; free i 
cholesterol; weight po with water and 
aromatics. (Veriderm Medroi Acetate 1% is also available.) = 
For prophylaxis against secondary infection: Veriderm Neo 

Medro!l Acetate 0.25% — Each gram contains: Medrol (meth- 


yiprednisoione) Acetate 2.5 mg.; Neomycin Sulfate 5 mg. 
(equivalent to 3.5 mg. neomycin base); Methylparaben 4 m 
3 meg.; in a skin lipid base co 
posed of saturated and unsaturated free fatty acids; 
triglycerol and other a of fatty acids; , Saturated and 
unsaturated hydrocarbons; free 
weight alcohol; with water and aromatics. tae Neo- 
Medrol Acetate 1° is also availabie.) 

Administration: After careful cleansing of the affected skin 
to minimize the possibility of introducing infection, a small 
amount of either Veriderm Medroi Acetate or Neo-Medrol 
Acetate is applied and rubbed gently into the involved areas. 
Application should be made initially one to three times daily. 
Once contro! is achieved — usually within a few hours — the 
frequency of application should be reduced to the minimum 
necessary to avoid relapses. The 1% preparation is recom 
mended for beginning treatment and the 0.25% preparation 
tor maintenance therapy. 

Local of Medrol Ace- 
= or Neo-Medrol Acetate is 
of the skin and in paae cutaneous infections. for which an 
effective Pp gent is not avail- 
able for application 
These preparations are usually well tolerated. However, if 
signs of irritation or sensitivity should develop, application 
should be discontinued. If bacterial infection should develop 
during the course of therapy. appropriate local or systemic 
antibiotic therapy should be instituted. 

Supplied in 5 Gm. and 20 Gm. tubes. 


TRADEMARK 
Medrol' 


ACETATE 


Neo-Medrol' 


ACETATE 


COPYRIGHT, 1961, THE UPJOHN COMPANY 
trracemarx, REG. U.S. PAT. OFF. 


The Upjohn Company, Kalamazoo, Michigan 
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Books for Study 


I am a general surgeon estab- 
lished for the past 14 years in a 
small town in the south of Ar- 
gentina, and I intend to take my 
examination on October 17 be- 
fore the Educational Council for 
Foreign Medical Graduates in 
order to apply for an internship 
in the US. 

The main problem I have to 
face is the shortness of time for 
study, because I have to devote 
myself to the care of my patients. 

In order to have a general idea 


of the various subjects which are 
tested I intended to read Merck’s 
Manual, Ely’s Practical Pediat- 
rics, Houssay’s Physiology (ar 
Argentinian author), Rypin’s 
Medical Licensure Examination 
and, time permitting, take a rapid 
glance at the Anson Atlas of 
Anatomy. 

A friend of mine sent me the 
list of books you published in 
RESIDENT PHYSICIAN (Books for 
Boards, April 1961) and I or- 
dered the Slobody, Litzenberg, 
Harper and Vass. I consider Vass 
(Survey of Physiology), a great 

—Continued on page 40 


Here are three good reasons why 
you should write “ Raudixin” in the 
treatment of high blood pressure: 


1. Biological assay meas- 
ures the ability to pro- 
duce ptosis in the mouse 
in comparison with a 
reference standard. 


2. Biological assay meas- 
ures the ability to coun- 
teract the pressor effect ~ 
of standard doses of epi- 
nephrine in the dog. 


3. Every Raudixin tab 
let to reach your patien 
meets the high Squibl 
standards for effective 
ness, potency and uni 
formity. 


Fer full information, full information, SQuisB 
Squibb Quality - the @ 
or Product Priceless Ingredient 


= Squibb Au Whole Root Rauwolfia Serpentina 


Supply: 50 and 100 mg. tablets. 


‘Raudixin’® is a Squibb trademark. 
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PROFESSIONAL 


COATS 
for Physicians 


A Blouse style with fly-front concealed 
zipper. Snap fasteners at shoulders and collar. 
Polar striped white Dacron. Sizes 34-48. Price 
each: $8.95 plus 35c shipping costs. 


B Softly tailored 3-button, single- 
breasted jacket in white Dacron Taffeta. Three 
patch pockets and attached pearl buttons. Sizes 
34-48, regulars and longs. Price each: $9.75, plus 
35e shipping costs. 


D Laboratory coat with back slit for 
stride freedom and side vents for easy access to 
inner pockets. Sizes 34-48, Price each: In San- 
I forized White Twill, $5.95; in white Dacron, 
$13.95. Add 35c shipping costs for each garment 
ordered. 


Medical Times Overseas, Inc. 


DEPT. RP, 1447 NORTHERN BOULEVARD, MANHASSET, NEW YORK 
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—Continued from page 38 


book, concise but containing a 
good deal of up-to-date informa- 
tion. 
I am very thankful for your 
useful information. 
HECTOR BENSIMON, M.D. 
NEUQUEN, ARGENTINA 


Have Uniform... 


The article entitled “Your 
Basic Training” by Arthur L. 
Matles was both interesting and 
accurate in its portrayal. I would 
like to add that all personnel as- 
signed to this school should bring 
their uniforms since there are in- 
spections in Army greens and 
dress blues. Some made the mis- 
take of placing their uniforms in 


PRiIvATEe 


“Trade ya polio shots..." 


40 


storage (at inaccessible sites) 
and were required to buy a sec- 
ond uniform. 
J. HOWLAND 
MC 


MEDICAL FIELD SERVICE SCHOOL 
Fort SAM Houston, TEXAS 


Will Travel 


Thanks for publishing articles 
like the informative and lively 
written one by Capt. Matles, 
“Your Basic Training.” I won- 
dered what the routine was for 
the first six weeks in the Army, 
now I know. I may find out about 
the Army sooner than I had 
planned, with the recent increase 
in draft—I did not join the Berry 
Plan. Thanks again. 

Loma L. Lairb, M.D. 


CONFEDERATE MEMORIAL CENTER 
SHREVEPORT, LOUISIANA 


ECFMG Power 


It is with great interest that | 
read your Letters to the Editor 
column and Editorials concern- 
ing foreign graduates and _ the 
ECFMG. 

However, I feel that your po- 
sition should have been pointed 
out before the ECFMG became 
effective. Now the ECFMG wields 
such power that no one can con- 
test it. 

R. S. 


New York, New York 
—Continued on page 50 
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NOW... A COSMETICALLY SUPERIOR CREAM CONTAINING THE 
MOST WIDELY PRESCRIBED SINGLE TOPICAL ANTIBACTERIAL 


FURACIN TOPICAL CREAM 


d of nitrofurazon 


INA CONVENIENT 1 OZ. Rx SIZE «= For treatment of topical infec- 


tions such as: impetigo, pustular acne, furunculosis, ecthyma, infected 
cutaneous ulcers, abrasions, lacerations = For prevention and treatment 
of infections associated with irradiation or surgical removal of external 
malignant growths # Particularly suitable for postoperative anal, rectal or 
pilonidal cyst wounds 

® broad bactericidal range includes certain stubborn staphylococcal 
Strains # has not induced significant bacterial resistance » nontoxic and 
nonirritating # does not retard epithelization = low sensitization rate 
® stable and long-acting, even in exudates 

FuRACIN @ Topical Cream, 1 oz. (28 Gm.) tube # Soluble Dressing, 1 oz. 
(28 Gm.) tube # Furacin-HC Cream (with hydrocortisone), 5 and 20 


Gm.tubes # and other special formulations for every topical need Gn) 
EATON LABORATORIES, Division of The Norwich Pharmacal Company, NORWICH,N. ¥.\— 
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—Continued from page 40 
Pediatric Reprint 


A friend of mine, who is chief 
resident of a childrens hospital 
affiliated with a university of Co- 
lombia, is most interested in get- 
ting a reprint of your publication, 
“How They Run Their Pediatric 
Services,” which appeared in the 
No. 1, Volume 6, January 1960 
issue of the RESIDENT PHYSICIAN. 

If you can mail it to me, 
please, I would send it to him as 
soon as possible. Thanking you 
in advance. 

Hernando Torres, M.D. 


THE UNIVERSITY OF CHICAGO 
CuicaGo, ILLINOIS 


Cuban MD Reports 

The ECFMG Examination be- 
came a requirement of the AMA 
because of various problems with 
foreign physicians who came to 
this country before us. (We are 
Cuban physicians in exile.) Of 
course, we came because we 
wanted to live in a democracy 
and we wanted to fight against 
Communism. Our first obstacle 
in this country arose in the form 
of the ECFMG Examination. 

As you know we had been 
fighting for seven years against 
a dictatorship which had been 
very bitter and where there was 
much bloodshed. After him came 
another one who is worse than his 


predecessor because he has be- 
trayed his own people and turned 
them over to the Communists. So 
we came to this country in search 
for something which we have 
searched for so long: Liberty. 

We changed our way of life in 
terms of meals, climate, time and 
language. We left behind all that 
which we had built in the course 
of a lifetime, knowing that as 
soon as we left it, it would all be 
lost. We came with our family, 
wife and children who could not 
be left behind to fall in the hands 
of Communists. We also left be- 
hind relatives, friendships which 
have lasted almost our entire life- 
time, house, car, money and com- 
modities. 

Now we are faced with the 
ECFMG and its rare questions 
such as “Pick one of a), b), c). 
d) all of the above and e) none 
of the above.” . ! Of course. 
this examination is in English and 
even though you know you are a 
specialist in heart diseases or in 
orthopedics and so on, you have 


to be prepared in English, chem- 
istry, physiology, etc. Indeed it 
is very, very difficult. 

The best way to solve these 
problems is to put these physi 
cians in hospitals where there i 
a shortage of interns, have the 
take English classes every daj 

—Concluded on page 54 
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—Concluded from page 50 

until they can manage in reading, 
writing and speaking in such a 
way that they can work alone as 
interns or residents, as the case 
may be. After that and not be- 
fore, they should take a refresher 
course of 10 months in the sub- 
jects required by the ECFMG 
Examination. .. . 

Name Withheld at Author’s Request 


Help Wanted! 

I have just completed my in- 
ternship and am entering a resi- 
dency. . . . I would like to know 
if there are any grants, scholar- 
ships or fellowships available for 


postgraduate medical study, or 
more specifically in ophthalmol- 
ogy. I do not have enough funds 
to continue my studies as I am 
still in considerable debt from 
medical school, and the residency 
stipend will be grossly inadequate 
for the support of myself and my 
family. I cannot take on any 
more loans. I have written to the 
AMA and they cannot help me. 
I would appreciate any advice or 
information. 

NAME WITHHELD AT 

AUTHOR’S REQUEST 
e If our readers can help, we'll 
forward all correspondence. Any 
suggestions? 


NOSE 
THROAT 


Nasal Suspension (3.75 mg./cc.) with hydrocortisone 
acetate (0.2 mg./cc.) and phenylephrine HCi (0.126%) 


PHARYNGETS® Troches, 15 mg. 


& 


ACHROMYCIN 


Tetracycline Lederle 


a standard in local antibiotic therapy 


LEDERLE LABORATORIES, a Division of AMERICAN CYANAMID COMPANY, Peart River, N.Y. Qa» 
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Perrin H. Long, M.D. 


iditor’s 
Page 


EST ON THE HISTORY AND PHYSICAL 
ll EXAMINATION OF THE PATIENT 
ny 


I. History-taking 


-_ Probably one of the most unsatisfactory areas of the 
medical curriculum and the practice of medicine today is 
the teaching and practice of history-taking and the physical 
examination of the patient. A recent survey (1960) made 
by your editor among professors of medicine in this 
country definitely indicates that practically every one of 
them was more or less disturbed about what they con- 
sider to be the situation relative to our most valuable and 
simplest of aids (when one is skilled) in arriving at the 
diagnosis and formulating the prognosis of illness. 
During recent years in a number of medical curricula, 
the psychiatrists have invaded the teaching of history- 
taking by what they term instruction “in the technique of 
interviewing.” However, our own experience with stu- 
dents who have been exposed to twenty odd hours of 
instruction by psychiatrists in interviewing general medical 
patients, indicates that they have learned little about 
medical history-taking. There is also a possibility that 
such instruction even may be deleterious to the student. 
=> To illustrate this point. Several years ago we were invited 
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to a soul searching dinner given by a group of psychiatrists, 
shortly after their first experience in providing instruction 
“in the technique of interviewing.” General medical pa- 
tients, suffering from cancer, heart disease, hypertension, 
etc., had been the subjects who were interviewed. To my 
amazement, the psychiatrists spent the major part of the 
evening discussing their own fears and feelings of guilt 
: when coming in contact with hopelessly ill patients and 
wondering whether they had transmitted their adverse 
reactions to the students! 
Now the question might be raised: Can instruction be 
given in history-taking? It certainly can and should be. 
How? By observation of skillful history-taking. By 
whom? Well certainly not by the youngest members of 
the faculty of the department of medicine. None but very 
experienced older physicians should participate in teach- | 
ing the taking of the history and carrying out the physical 
examination. Both of my former chiefs, Drs. Francis W. 
Peabody and Warfield T. Longcope always insisted that 
the most experienced clinicians and teachers should teach V 
physical diagnosis and history-taking. During his twenty- h 
F 
s 


four years as “The Professor” at Hopkins, Dr. Longcope 
always directed the teaching of physical diagnosis. The 


assumption of continuing participation and responsibility h 
during the entire course for this area of teaching is almost Ww 
non-existent today among chairmen of departments of fw) 
medicine. Why this is true is one of the puzzling items in la 
so-called modern curricula of medicine: Those with the hi 
lesser experience are so frequently assigned to teach the 
subject which requires the most experience and judgment, en 
i.e., history-taking and physical diagnosis. Furthermore, th 
at the stage in the medical life of the student when history- -_ 
taking and physical diagnosis is taught, what can possibly co 
impress the student more about the importance of this Sel 
course than seeing “The Professor” in action and partici- ane 
Resident Physicis# October ] 
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pating up to the hilt in all of the exercise. If “The Pro- 
fessor” himself teaches it, then it must be important! 

Now what about the techniques of teaching, and the 
practice of history-taking? First of all, one must select a 
routine and then firmly impress on each student that he 
must lJearn that routine. It is not too important which 
routine of the various ones available is used, provided that 
it permits the patient to tell his or her story in a natural 
fashion. Highly artificial routines serve to confuse both 
the patient, the student, or the doctor. 

Secondly, we must see to it that our students become 
easy listeners. The eager beaver who knows all the ques- 
tions and gives his patient little opportunity to say any- 
thing but “yes” or “no” rarely gets a decent history. Once, 
we missed a certain diagnosis of late syphilis from the pa- 
tient because we talked too much, and did not let the 
patient give us this final confidence about himself. So 
be easy and take it easy. 

Thirdly, when taking a history from a patient on first 
visit, allow for plenty of time. One can’t rush through a 
history and do anyone justice. See that both you and the 
patient are comfortable, and if the patient would like to 
smoke, let him or her smoke. One of the most worthwhile 
histories we ever got was over a glass of sherry. Pains 
which had puzzled many physicians and surgeons had an 
orthodox mother-in-law as the etiological agent! A re- 
laxed patient and doctor result in the most satisfactory 
histories. 

Fourthly, try as rapidly as possible to gain facility 
enough so that you don’t have to make notes all through 
the interview with the patient. Patients my tend to 
“freeze-up” when they see you write down on paper the 
confidences which they are giving you. The use of the 
sensitive, hidden “mike” and a recording unit located in 
another room has some vogue today, but unsettled ethical 
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questions have been raised about this method of recording 
a history without first telling the patient that everything 
being said will be recorded. And finally, try to arrange 
that you will not be disturbed during the history-taking. 
Interruptions decrease the clarity of lines of thought for 
both the patient and the doctor and must be avoided if 
good histories are to be taken. 

Now from the point of view of the pedagogical me- 
chanics for history-taking. Instruction in the selected 
routine until it becomes a rote process is most important. 
Demonstrations by sound movies of history-taking by 
skilled clinicians are valuable after the routine has been 
learned. But the final and best teaching process is work 
with actual patients under the careful supervision of an 
expert clinician. Here histories can be discussed, read, 
checked, and corrected. It doesn’t hurt to have students 
write and rewrite histories, and of course English, not 
jargon, can be taught. Here the tips on techniques and the 
art of history-taking can be imparted to the neophyte. 
Here lifelong good habits in history-taking can be in- 
culcated. 

Now to what end is all of this so important? Well to 
begin with, a good history is the sole means of direct 
diagnosis in the so-called psychosomatic illness. It is 
often of great importance in the diagnosis of diseases in 
which pain is a prominent feature, and retrospectively in 
the diagnosis of most illnesses other than accidents. 
Finally, without a good history, the development of the 
prognosis is well nigh impossible. 
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Here is a highly personalized 
account of the dissolution of a 
three-man partnership. In the 
words of one of the participants 
are revealed the several points 
of contention, how these 
gradually became more impor- 
tant and finally led to the 
split-up. The author consented 
to publish this story for only one 
reason: “To help others avoid 
the mistakes we made.” 
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Three-man Partnership that Failed 


Here was a dream plan, three young MDs, 
friends since house staff days, combining 
their private practices. Yet, with seemingly 
every chance for success, this partnership 
cracked wide open in less than a year. Could 
the weaknesses have been spotted by the 
partners before they entered the contract? 


I think it probably would be best to start with the idea, 
when it first occurred to each of us—and to give you 
some of the reasons we thought a partnership would be a 
good plan. 

Then, we can explore the factors which caused our 
dream setup to fall apart. 

On paper this was a great thing. Three of us the same 
age, under 40, board internists—all, I would say, from a 
personality standpoint rather compatible, and all with 
practices which could use some lightening. 

We were interested in the idea of security that everyone 
talks about in a partnership; also mutual coverage, and 
so on. 

We each had individual practices, although not in the 
same area. We had read many of the articles that had 
come out on partnerships and thought we knew all the 
advantages. We thought we knew the disadvantages, too. 

Our medical backgrounds were similar. Bob was at 
Stanford as an undergraduate and had his medical edu- 
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cation at Michigan. He interned in Detroit, served his 
time in the Navy, and returned to take a good residency. 

Joe was a graduate of Johns Hopkins, and after intern- 
ship and residency, he served in the Air Force. Bob and 
Joe had known each other during their residencies in 
Detroit. 

I’m a graduate of Stanford and University of Oregon 
Medical School, interned in California, served in the Army, 
and split my residency training between two hospitals, 
one in California and one in New York. Bob and I 
knew each other from undergraduate days at Stanford. 

When we started kicking around the idea of a partner- 
ship, we were married, all had children. Bob and I came 
to this small New Jersey community in 1952, and Joe got 
started here in 1954, having been recalled by the Army 
for one year following his residency. 


The idea of a partnership practice occurred to me about 

five years ago. Bob and I had discussed it briefly at that 
time. However, the matter just seemed to drop and 
nothing further was done until one day early in 1959, 
when Bob and I began discussing our practices. We agreed 
that we were getting a little tired of practicing in our 
homes. We felt that we needed more space and it would 
be nice to get out of the house and keep family and pro- 
fession separate. 

We began to look around for suitable professional 
space, and soon located a new building which seemed 
readily convertible to office space. The only trouble was 
the building was not within our “practice community.” 
But, we signed a lease and began to make plans for con- 
verting it into professional office space. This was step one. 
Step two was considered immediately after we had acted 
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on step one. We 
agreed that it would 
be wise for the two 
of us, who had big 
practices, to take in 
a third man. Both 
of us felt that there 
was little to be 

gained if just the 
two of us went into partnership; 
when one was off the other would 
just drop dead from being over- 
loaded. But with a third man 
who had less of an established 
practice, we could divide the load 
—and when one was off, the 
other two could share his work. 
At least, that was our thinking at 
the time. 

Joe was a very competent phy- 
sician. He had practiced in New 
York City for 2 years before set- 
ting up in our area—and although 
his practice volume did not ap- 
proach our individual practices, 
he seemed like the logical man to 
come into this thing, to sort of 
take over our surplus and give us 
third man coverage. He could 
build his small practice in our 
community. Joe liked the idea— 
and so we made our tentative 
arrangements for a_ three-way 
partnership practice. 

In the early stages we tried to 
be practical. We searched the lit- 
erature, got all the reprints that 
were available, tried to prepare 
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the ground work to avoid making 
mistakes. 

We felt that we were going to 
make this work. We had the 
brains and we discussed all the 
obvious points. The financial as- 
pect, of course, came up; we 
wanted this clearly understood 
because we knew that this had 
obviously been the breaking fac- 
tor of many partnerships. 


Attorney 


We sat down with pencil and 
paper, going over previous years’ 
gross income. It was dispropor- 
tionate to some slight extent, of 
course. I had the biggest gross, 
Bob had earned somewhat less 
and Joe was a poor third. So 
with the aid of a lawyer and 
accountants we hammered out 
what we thought was an equitable 
arrangement. We sat down not 
once, but several times with the 
lawyer. 

Incidentally, our lawyer had 
previous experience in setting up 
arrangements of this type. How- 
ever, at the time of our talks the 
problems that came up we thought 
to be relatively minor, and we 
had little difficulty ironing them 
out. 

We agreed on what we consid- 
ered an equitable financial split. 
Putting it simply, at the end of 
three years Joe would have 
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bought in to the point of being 
an equal partner. The first year 
there was a slight difference be- 
tween Bob and I, and from then 


on we were equal. Then of course, 


the usual arrangements were 
made. All fees and income were 
to go into the common pot—to a 
common account. Withdrawals 
were to be made from there, all 
expenses of the partnership being 
drawn out of this account. What- 
ever was left would be divided at 
the end of each year. 


Contract 


Within a few weeks we had a 
contract drawn up which seemed 
to cover everything quite well. 
We went about getting the offices 
arranged and planned to move in 
and start joint practice in Feb- 
ruary 1960. 

Our contract did not contain 
many provisions that some con- 
tracts do. For example, there was 
no definition or stipulation as to 
how decisions among the three of 
us would be reached on buying 
equipment. It was just assumed 
that what we needed we would 
buy and there would rarely be 
any question about it. And it 
worked out just that way. Atten- 
dance at conventions, covering, 
and so forth, did not enter into 
the contract at all. We were 
agreed that convention expenses 
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would be drawn relatively equally 
and would be paid for out of the 
partnership. 

There was nothing concerning 
time off; we assumed we could 
go on our own schedules, and 
any vacations would be on an 
equal basis. Any honest costs of 
running a practice were accept- 
able. We didn’t anticipate any 
trouble; why should that ever be 
a problem? We were all grown 
up. We had gone over form con- 
tracts and anything we had con- 
sidered pertinent we pulled out of 
them and put into our agreement. 
For the most part, we felt that 
we hadn’t neglected anything that 
was recommended by authorities. 

Prior to our opening, we were 
busy getting the building straight- 
ened out and buying all our equip- 
ment. 


Minor mistakes 


Now there were some mistakes 
made, as I look back on it. The 
first thing which occurred seemed 
minor at the time. And even now 
it’s very difficult in my telling it 
or in my looking back on it—to 
understand why such idiotic non- 
sense should have caused trouble. 
Yet this is the stuff that unfor- 
tunately provided stumbling 
blocks along the way. 

We decided that being intern- 
ists we should have an excellent 
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x-ray setup. We had all done our 
own x-rays prior to this but these 
were limited to chest, and occa- 
sionally extremities — traumatic 
cases that would come in. But we 
now felt we would like to have 
an x-ray setup which could do 
anything. This meant getting a 
radiologist in so that we didn’t 
have to send the patient out of 
the office. 

In addition to the convenience 
of having x-rays read we felt that 
the radiologist would gain addi- 
tional business for the office by 
virtue of his building up a prac- 
tice—and that the x-ray would 
pay for itself in no time. What we 
had envisioned was 
setting it up on sort 
of a volume rental 
basis with the radi- 
ologist. He would 
do our work forus 
— for which we Y 
would, of course, 
pay him — but in 
addition to that, if he built up 
his own practice, he would be 
renting the machines from us so 
that it would help pay for the cost. 


We really had some of the 
finest x-ray equipment that could 
be had. Space, equipment, and 
arrangement were perfection in 
every sense. 

However, it quickly became 
apparent that no radiologist was 
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going to make a living practicing 
in our offices. This was some- 
thing we hadn’t anticipated at all. 
None of the local doctors wanted 
to send patients for radiology 
where they were actually going 
into what was a very efficient, 
lovely office suite of three intern- 
ists. Each month we were paying 
out roughly $700 for equipment 
—and everything else that goes 
with it—and our return was a 
deficit figure. 

This then was our first mistake. 
We could have done very well 
with a less than the best x-ray 
setup, exactly as we had before 
as individuals. 


Overhead 


I think as a matter of fact, 
that three busy internists can— 
and many do—have a common 
x-ray facility. But I think that if 
you overspend and overextend by 
virtue of the equipment that you 
put in, you have an impossible 
overhead. 

Of course, we had spent a great 
deal of money on other things, 
too. This .was it; we wanted it 
to be nice, we wanted everything 
top notch. Without going into de- 
tail, we didn’t stop at anything. 
This was to be a dream office. 
And equipment-wise, it was. 

So we were happy, but in debt, 
when we started. 
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In the first months our rela- 
tionship was very amicable and 
there were never any problems, 


certainly not as far as what one - 


fellow wanted to buy—this was 
minor stuff. Anything that was 
necessary to one’s practice of 
medicine was perfectly fine with 
the others. Incidentally, we each 
drew $70 a month for car ex- 
penses. 

The problems started when 
after the first few months it be- 
came apparent that income was 
not being brought into the part- 
nership on an equitable basis. 
Now this is where we get into 
personality factors. Prior to start- 
ing practice, we had pretty much 
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agreed that what we wanted was, 
number one, the security we felt 
partnership could offer. We were 
used to making, certainly, as good 
a living as can be made in medi- 
cine, and there was no thought 
that that would be a problem. 

But we had never really dis- 
cussed fully what our financial 
aims were. 

And it quickly became very 
apparent that our individual finan- 
cial aspirations were quite differ- 
ent. Bob wanted this to be a 
money-maker. The setup was 
there for it, no question about it. 
And it just was against his nature 
not to see that the facilities were 
utilized every minute. 
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The figures that began to be 
thrown around in our discussions 
at this point were on the shock- 
ing side. 

You know in medicine you 
learn very early that you work 
for what you make, and while 
you make a comfortable living, it 
is a very hard way to get rich. 
It isn’t like the fellow who makes 
women’s suits, has a good year 
and makes a pile. You don’t 
make it this way in medicine. 
You don’t starve either. You can 
be very comfortable. But you 
have to work. 


Ambition, work 


Bob was ambitious. He be- 
lieved in work — and making 
money: to what degree wasn’t 
apparent at first. But certainly 
none of us at the beginning rea- 
lized what we were getting into. 
Suddenly we had a staff of people 
working for us. One resents hav- 
ing them sit and do nothing. The 
three of us would be sitting at a 
conference in the hospital some 
morning, each of us wondering: 
Why shouldn’t our office people 
be doing something? They could 
be doing cardiograms, basals, 
x-rays — producing some income 
while we’re not there. 

Up to this time we were accus- 
tomed to producing our own 
income as most doctors do, doing 


a physical, making 
a house call, doing 
the work ourselves. 

But here we sud- 
denly had a lot of 
people and a lot of 
expense — and a 
“corporate vision” 
began to form in 
the minds of, I’m sure, all of us. 
But particularly from Bob did we 
get a strong reaction in this direc- 
tion. 

The drive started then to uti- 
lize what we had. And the one 
driving partner really started driv- 
ing—at first in terms of his own 
practice. 

So now there was a conflict, a 
basic conflict of professional atti- 
tudes not there before, at least 
not evident before. And the more 
that Bob’s drive was realized, the 
greater the income inequity of 
the partnership became. The more 
the inequity, the more Bob’s de- 
mands increased. He wanted ad- 
ditional time off to compensate 
for his greater contribution in 
terms of partnership income. He 
wanted additional entertainment 
benefits. He wanted more vaca- 
tions and other advantages that 
had not been spelled out in our 
contract. 

Perhaps Bob deserved extra 
advantages. Anyway, we had sev- 
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eral talks about this. In the begin- 
ning we had felt that at all costs 
the partnership should be given a 
fair trial. So to satisfy Bob, we 
made many compromises. The 
compromises didn’t affect me 
particularly because my practice 
had always been a good practice. 

But of course, Joe was the one 
who suffered. He was the man 
who came in with the least and 
things were being blamed on him, 
probably by the two of us, and 
certainly out of proportion to 
some extent. He was being rele- 
gated to the position of scapegoat. 
He began to cover more, get the 
dirty duty, evenings, holidays. 
He went along with this because 
he had a great deal to gain out 
of this in that he was sharing the 
income of the partnership. He 
wanted it to succeed. 


Although we were equal part- 
ners in the eyes of everyone 
around, Joe was now, in effect, a 
junior partner. This went on to 
almost ludicrous proportions as 
time went on. And Bob, by vir- 
tue of his now mushroomed prac- 
tice, from the money standpoint, 
felt that it was too good to give 
up. But all the lovely ideas of 
merging our practices on an equal 
basis were going down the drain. 
In fact, rather than getting our 
practices evened up, Bob and I 
were getting to the point where 
we were not giving up anything. 

And though we weren’t con- 
scious of it yet, our partnership 
had started to crack. 

The concluding part of this 
account of the break-up of a 
partnership will appear in next 
month’s Resident Physician. 


HISTORY AND PHYSICAL .. . in 6 languages 


A compact booklet, combining all six of the popular articles in the 
RESIDENT PHYSICIAN "Key Words for the Clinic," series is now off 
the press. Designed to assist residents and interns in history-taking and 
physical examination of the non-English speaking patient, the booklet con- 
tains easy to pronounce translations of medical terms and phrases into 
French, German, Italian, Polish, Spanish and Yiddish, Containing standard 
questions and answers on general conditions, gynecology, pediatrics, 
internal medicine, etc., the booklet is arranged so that each page of 
carefully prepared text faces a blank page for your own nofes made at the 
time of interview or examination. Single copies are available at $1 from 


“Language Guide," RESIDENT PHYSICIAN, 1447 Northern Blvd. Man- 


hasset, L. I., N. Y. 
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Yearly P.E. for Every M.D... 


A record-breaking 3,000 physicians 
attending the AMA Convention in New 
York City this year took time out from 
exhibits, demonstrations and lectures 
to take what they have been advising 
others to take annually—a compre- 
hensive physical examination. 


Offered by the Section on General 
Practice in cooperation with the 
American Academy of General Practice, 
American College of Cardiology, 
National Heart Institute, National 
Tuberculosis Association and the 
National Society for the Prevention 
of Blindness, the checkups included 
chest x-rays, EKG, eye and Iab tests. 


Hundreds of examined physicians 
were “regulars” who make the free 
physical a fixed part of their annual 
trek to the AMA Meeting. For others, 
it was the first physical exam 
they’d had in many years. 


Although the examinations have 
been a feature of the AMA meeting 
for the past six years, doctors have 
been slow to take to the idea. “But 
this year’s figures indicate its finally 
caught on,” says Dr. |. E. Buff of 
Charleston, West Virginia, a leader in 
the program since its inception. Dr. 
Buff credits this idea for a free 
physical for colleagues to Dr. Charles 
E. McArthur of Olympia, Washington. 


More than ten years ago 
Dr. McArthur had become concerned 
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i { Signing up for PEs, 
™ docfors start through the 
special facilities set up 
to handle a record 
number of their 
colleagues. 


Bellevue resident, M. S. Roth, and 
father, Pediatrician F. E. Roth of Hart- 
ford, Conn., await their turn. “He got 
me to come,” said dad, “and I'm 
glad he did. Most of us put this off 
for any of a hundred reasons, none 
of them good. 


Evidently enjoying the role of patient, 
K HYSICAL a visiting GP, D. M. Kochan of Lon- 
don, England, settles back as volunteer 
nurse affixes EKG leads. Examining 
suite had 15 beds to handle EKG 


series. 


Medical technologists 
take blood samples to 
be processed by auto- 
matic equipment. Rapid 
analyses were made of 
glucose, uric acid, 
transaminase and 

cholesterol. 
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with what appeared to be an 

unusually high death rate among 
physicians who were relatively young 
in years. And when a colleague associ- 
ated with Dr. McArthur in practice, died 
suddenly of a heart disorder, he 

decided to act. 


“1 knew that somehow, something 
had to be done to get doctors to take 
regular physicals,” Dr. McArthur said. 


Dr. Frederick Balsam of Baltimore, M 
clutches EKG leads as he completes ex 
cise test. With tracings and records 


left hand, (below) doctor has blood pr 


Initially, there was an almost univ 
reluctance on the part of physicia 


attending the AMA Conventions to b 


examined. Also, there was outrig 
opposition to the plan among 
physician groups. 


“Gradually, physicians began 
to get the message,” reports Dr. 
Buff, recalling the difficulty in getti 
doctors to be examined at the 19 
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exe sure taken, Last year, results of MD 
rds Physicals at Miami Convention disclosed” 
that 20 percent of those tested had heart 


pre 
‘ abnormalities, the majority previously un- 


vn’Eonvention, the first at which the 

ge: physicals were offered. “Each year 

number of MDs examined has 

increased, This year our volunteers, 

9 more than 120 physicians, nurses 
and technicians, have been kept busy 
andling the nearly 3,000 doctors 

came. in for examination 

ail ting the past four days.” 

he 19 


Results of the MD tests and history 


known to the examined doctors. Chest iy 
x-rays are also part of the annual exam- 
ination and in last year's tests, 14 percent 

of these revealed abnormalities. 


data were transferred to cards 

for automatic data processing 

and are being used for research 
‘in a correlated study expected to be 
one of the largest of its kind 

ever done. Manned by 25 

medical technologists 

and supervised by pathologists, 
the lab was also used to test 

the value and accuracy of a mass 


processing system. 
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Pulmonary disease special- 
ist, Dr. Julius Wilson of 
New York, discusses x-ray 
interpretation with Dr. Born- 
stein of Boston, Mass. 


Dr. Charles E. McArthur, a founder 
of the annual free physicals for physi- 


cians, discusses results and completes ] 
the history of a fellow physician. t 

Speed processing of laboratory tests was made possible by the highly ‘ 
automated clinical laboratory, a special exhibit of the Convention, \ 
which adjoined the examining suite. Capable of handling up to 2 
6,000 procedures a day, the glass-walled enclosure was in charge of i 
Dr. T. M. Peery, professor of pathology, George Washington University. P 
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Editorial 


The Patient is Still the Best 
Textbook in Clinical Medicine 


In a recent report’ in the New England Journal of 
Medicine, a study was made of the activities of two in- 
terns of superior quality in one of our university hospitals. 
This report confirmed in a limited objective manner some 
of the impressions gained in recent years by senior and 
attending staffs in active graduate training programs. 
Whether the indicated change in attitude or emphasis re- 
garding patient relationship by the young aspiring physician 
is an indictment of methods of undergraduate or gradu- 
ate teaching, or a factor of changing sense of values and 
attitudes in the new generation does not concern the writer 
at this time. It is a matter of real concern, however, to 
note that many of our intern and resident staff honestly 
believe the patient himself is a more or less “sterile” source 
of medical knowledge and produces unreliable data in 
this increasingly exact scientific age of medicine. 

Great physicians from Hippocrates through Osler and 
our own revered teachers developed their wisdom and 
judgment by diligent and thoughtful hours of careful dis- 


Payson, Henry E., Gaenslen, Eugene C., Jr., and Stargardter, Fred L.: 
Time Study of an Internship on a University Medical Service. New 
England Journal of Medicine, 264:439-443, March 2, 1961. 
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—— Guest Editorial 
cussions with patients, repeated ex- 
ws aminations and direct observations 
& of the actual clinical manifestations, 


eo sometimes easily seen, but often de- 
tected only after considerable ex- 
Ww perience and sensitivity. It has been 

sain said that the best way to learn pedi- 

3 “ @ atrics is to have one or more chil- 
R. E. WEISMANN, dren of one’s own. This implies that 
Chairman, Graduate the hour-to-hour and day-to-day 
Education contact one is necessarily subjected 


Committee; 
tines to provides the sensitive, competent 
Clinical Surgery, observer with the knowledge of the 
Dartmouth Medical infant’s or child’s response in health 
School and disease in a much more com- 


plete fashion than is ever possible from brief examinations 
in clinics or ward rounds in a pediatric pavilion. Of 
equal importance, the emotional factors as a parent 
become a real experience of great clinical value to the 
physician. For similar and even more tangible reasons, 
the surgeon who himself has undergone a major surgical 
procedure will be wiser, more sensitive to important 
clinical signs and symptoms and above all, have a kinder 
and more sympathetic attitude toward his patients. 

Our young, recently graduated physicians now possess 
more scientific knowledge than ever before in history. We 
take for granted that they are motivated by the traditional 
high basic desires and ideals to serve their fellow men 
and relieve suffering. They enter more graduate programs 
and spend more years in training than did their predeces- 
sors. It is essential that the intern and resident in these 
important years appreciate the great storehouse of knowl- 
edge available to him in direct patient contact and that 
they, from the very beginning, develop techniques of pa- 
tient relationships, patient handling, and accuracy of clini- 
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cal observation upon which to build sound wisdom and 
judgment in clinical medicine. 

It has been my observation that the performance of 
some intelligent, capable interns and residents is often 
disappointing. Certainly they do good work-ups of patients 
and order the proper laboratory studies and occasionally 
make a brilliant diagnosis, but when a patient goes home 
and comes back to express his admiration for the work 
done he barely remembers his regular house staff physician. 
The reason is obvious. His regular house staff physician 
apparently missed the day-to-day and often the diurnal 
changes in his patient’s condition and did not develop a 
sensitivity to his patient’s emotional and physical needs. 
No doubt the attending physician often could not rely on 
this house staff physician to anticipate or appreciate sig- 
nificant clinical changes. 

Surgical patients are excellent material for house staff 
active participation since the physiologic and pharmaco- 
logic reactions may be rapid and dramatic and the patient’s 
desire for psychological support is more intense. To the 
: basically alert and sensitive house staff physician, the op- 
portunity for which he has trained and disciplined himself 
now confronts him. Will he see the patient several times 
a day or every other day? Will he notice the subtle but 
very significant gradual pulse increase out of proportion 
to the remainder of the clinical signs? Will he be con- 
cerned about the patient’s discomfort from excessive thirst 
| or the fact that hiccoughs are seriously disturbing the pa- 
; tient’s ability to rest? Does the patient’s hovering relative 
need support also? How will he deal with the relative 
who is producing an adverse psychological effect on the 
patient? 

It would be interesting to ask some of our interns who 
have been on the surgical services what various signs and 
symptoms they have observed during the first two hours 
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after taking the patient to the post-anesthesia room fol- 
lowing major general anesthesia. It is doubtful also that 
some of our house staff members could correlate the dis- 
turbed gastrointestinal activity after laparotomy with the 
patient’s ability to tolerate and get along with various de- 
grees of oral intake of food and liquids. It is discouraging 
to the novice physician to find out that the human body 
reacts in both predictable and unpredictable ways and 
that variables are many times unexplained. 

The modern hospital has many valuable sources of edu- 
cational material for the aspiring clinician, but the patient 
himself, with his particular manifestations of a disease or 
illness, represents the keystone upon which all effective 
learning and clinical ability are built. Time spent talking 
to patients about their physical or emotional symptoms, 
careful examinations as often as indicated, developing 
skill in clinical observation of subtle but important signs, 
and dealing effectively with patients’ and relatives’ attitudes 
toward disease, disability, and fears will be of lasting value 
in the preparation for practice of medicine. 


"You may get another pain 
around the first of the month." 
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Mary Hitchcock Memorial Hospital, Hanover, New Hampshire 


ADMISSION JULY 26, 
1954: This 47-year-old house- 
wife was admitted because of 1) 
pain in the epigastrium and sub- 
sternal area of three months’ 
duration and 2) pain and limita- 
tion of motion in the left shoulder 
of two months’ duration. 

One year prior to admission 
the patient had a severe attack 
of substernal pain followed by 
syncope and breathlessness. She 
was hospitalized elsewhere and 
a diagnosis of myocardial infarc- 
tion was made. The patient re- 
fused to remain in the hospital 
for therapy. Following this she 
was asymptomatic for six months, 
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then began to have transient sub- 
sternal pain with exertion or emo- 
tional upsets. 

In January 1954 she was hos- 
pitalized for postprandial epigas- 
tric distress relieved by antacids 
and anticholinergics. Upper gas- 
trointestinal x-ray showed a gas- 
tric ulcer. She was treated med- 
ically, with relief; later x-rays 
disclosed healing of the ulcer. 

In April 1954 her symptoms 
recurred and were not relieved 
by medication. Progressive pain 
and weight loss ensued. 

Two months prior to admis- 
sion she began to have pain in 
the left deltoid region radiating 
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into the outer aspect of the up- 
per arm. This was aggravated by 
shoulder motion. In addition, 
there was pain in the left neck 
with radiation into the tip of the 
left shoulder. 

Past medical history disclosed 
that she had undergone an ap- 
pendectomy, and at a separate 
operation the left ovary and 
uterus were removed for “tu- 
mor.” 


Physical 


On physical examination the 
patient appeared sullen and hos- 
tile and favored her left shoulder 
and upper arm. Her temperature 
was 98.6, pulse 88, blood pres- 
sure 170/95, weight 167 pounds. 
Positive findings were firm, bi- 
lateral, nontender, enlarged, cer- 
vical lymph nodes; fine moist 
rales in the left lower lung field 
posteriorly; A2 was louder than 
P2; there were no murmurs. The 
abdomen was obese and con- 
tained two right lower quadrant 
surgical scars, well healed. The 
abdomen was nontender, and no 
masses or solid organs were palp- 
able. There was tenderness of 
the left supraspinatus tendon, 
and pain and limitation of all mo- 
tions of the left shoulder. The 


remainder of the examination, in- 
cluding breasts, pelvis and rec- 
tum, was negative. 


Laboratory 
Urinalysis was negative. Hgb 
was 12.1 gm %, RBC 4,450,000, 


WBC 10,900. A _ differential 
count showed polymorphonu- 
clear leukocytes to be 55%, stab 
forms 2%, lymphocytes 39%, 
basophils 1%, eosinophils 1%, 
monocytes 1%. Sedimentation 
rate was 40 mm per hour. Fast- 
ing blood sugar was 92 mgm % 
and blood cholesterol was 327 
mgm %. Mazzini was negative. 

One stool specimen was guaiac 
positive. Fasting basal gastric 
analysis showed 12 cc of free 
hydrochloric acid; after hista- 
mine, 2.6 cc of free hydrochloric 
acid. Contents were benzidine 
positive and guaiac negative. 

Chest x-ray: Cardiac enlarge- 
ment with prominence of the left 
ventricle; the cardiothoracic ra- 
tio was 13.3:25.7; lung fields 
were clear; there was an area of 
radiolucence in the eighth thor- 
acic vertebral body. 

X-ray of the left shoulder: 
Several areas of radiolucence in 
the head of the left humerus; 
there was no evidence of bursitis. 

Upper G.I. series: Normal 
esophagus; the stomach con- 
tained considerable secretion 
largely obliterating the mucosal 
pattern. On the lesser curvature 
slightly posteriorly, there was 4 
large, shallow ulcer crater ap- 
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proximately 4 cm in diameter just 
above the angle. The walls of 
the ulcer appeared gradually 
sloping; there was no definite un- 
dermining and it appeared to 
penetrate beyond the gastric wall. 


b 
The stomach and duodenum were 
otherwise negative. Impression: 
Ne Gastric ulcer, cannot exclude ma- 
t- lignancy; advise gastroscopy. 
% Cholecystogram: Normally 
17 functioning gallbladder. Electro- 
cardiogram interpretation: Com- 
me plete right bundle branch block; 
“ic question old posterior myocardial 
infarction. 
ni Gastroscopy was not done be- 
sie cause of the patient’s personality 
ios and anginal symptoms. 
Course 
wo On August 6, 1954, subtotal 
left 
gastrectomy of the posterior 
ds Polya type was performed. At 
of operation an indurated plaque- 
ia like lesion of the lesser curvature 
was identified. There was no 
: gross evidence of malignancy. 
jer: 
; Abdominal exploration was nega- 
in 
sal tive. Pathological report: 20 cm 
tis. segment of stomach along the 
one greater curvature, 8 cm along the 
“a. lesser curvature, 2.5 cm ulcer on 
tae the lesser curvature and another 
: 0.7 cm ulcer at the pylorus. Mi- 
-osal 
“a croscopically both were benign. 
The postoperative convales- 
as a 
- cence was uneventful. On the 
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tenth postoperative day the left 
shoulder was manipulated under 
anesthesia and physiotherapy for 
adhesive capsulitis was begun 
prior to discharge. 

Two months after discharge 
the patient was seen in the out- 
patient department. There were 
no significant symptoms of dump- 
ing syndrome. She had lost 10 
pounds and had been asympto- 
matic. Upper gastrointestinal 
x-ray showed no pathology. Hgb 
was 12.9 gm %, the WBC 7,000. 

SECOND ADMISSION, JUNE 13, 
1959: The patient was admitted 
from another hospital where she 
had been a patient for six weeks 
with an illness characterized by 
fever, weakness, chills, pain in 
the left flank, hips and thigh, flex- 
ion contracture of the left hip, 
malaise, and chronic productive 
cough. She had had abdominal 
bloating, cramps and diarrhea. 
There had been vomiting and 
fecal impaction. 

At that hospital, upper gastro- 
intestinal x-ray, barium enema, 
skull x-rays, spine and shoulder 
films were performed. A non- 
functioning gallbladder was re- 
ported on x-ray. She received 
multiple transfusions, iron and 
liver for anemia. One month 
prior to admission the patient be- 
gan to have chills and fever and 
was treated with penicillin, chlor- 
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amphenicol and tetracycline for 
ten days. Oral intake was ade- 
quate. She developed an indur- 
ated, tender area in the left flank 
with a positive left psoas sign and 
was transferred to the Mary 
Hitchcock Memorial Hospital. 

On examination here the pa- 
tient appeared acutely ill. Tem- 
perature was 103, pulse 100, res- 
pirations 30. There was a flexion 
contracture of the left hip, the 
tongue was red and atrophic. 
There was dullness of the left 
lower thorax and _ bronchial 
breathing. There was a soft sys- 
tolic apical heart murmur. 

The abdomen was large, re- 
sistant and doughy with fullness 
of the left flank surrounded by 
brawny edema and erythema. No 
abdominal masses or enlarged or- 
gans were palpable. Bowel 
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sounds were present. The deep 
reflexes were hyperactive. Exam- 
ination of the breasts, pelvis, and 
rectum was negative. The stool 
was brown and Hematest posi- 
tive. 


Hgb was 9.0 gm %, hemato- 
crit 30%, WBC 9,100. A differ- 
ential showed 78 polymorphonu- 
clear leukocytes, 6 stabs, 10 lym- 
phocytes, 2 monocytes and 3 eos- 
inophils. Sedimentation rate was 
118 mm per hour. Urinalysis 
showed a- specific gravity of 
1.006, otherwise it was normal. 
One stool was benzidine positive 
at 15 seconds and two stools were 
positive at 60 seconds. Pro- 
thrombin time was 71% of nor- 
mal. Blood-urea-nitrogen was 6 
mgm %, chloride 97 mEq, s0- 
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dium 136 mEq, potassium 4.2 
mEq/l. Fasting blood sugar was 
109 mgm %. Total serum pro- 
teins were 5.5 mgm %, serum al- 


bumin 2.4 gm %, and globulin: 


3.1 gm %. Chest x-ray disclosed 
homogeneous density in the pos- 
terior portion of the left lower 
lung fields. Plain abdominal film 
showed distention of both large 
and small bowel suggesting para- 
lytic ileus. The electrocardio- 
gram showed occasional prema- 
ture auricular contractions. 


Fluid removed 


Her fever continued. There 
were daily bowel movements and 
satisfactory oral intake. On the 
fourth hospital day a left thora- 
centesis was performed and 400 
cc of cloudy fluid was removed. 
There was no blood or chyle. 
Culture of this fluid for routine 
organisms and acid-fast bacilli 
was negative. Examination for 
malignant cells was negative. The 
fluid contained 800 WBC/mm.* 
The specific gravity was 1.013. 

On the fifth hospital day the 
patient underwent left retroperi- 
toneal exploration. A large ab- 
scess was found to extend from 
the left diaphragm to the pelvic 
brim and was drained. Culture 
of the abscess was reported to 
contain a mixture of proteus, 
bacteroides, and Gaffkya anaer- 
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obia. Following this her tempera- 
ture averaged 100° to 101° rec- 
tally and she improved. 

On the eighth postoperative 
day daily packing of the wound 
with chloresium packs was 
started. 

On the sixteenth postoperative 
day bile stained drainage ap- 
peared in copious amounts on the 
dressings and small bowel loops 
were visible at the base of her 
wound. Later the same day fecal 
material was seen exuding from 
the wound. The patient’s condi- 
tion slowly deteriorated. 

The twenty-fifth postoperative 
day tomato juice appeared in the 
wound two and one-half minutes 
after ingestion. 

X-rays taken after oral admin- 
istration of Gastrografin dis- 
closed a gastric fistula, but bar- 
ium enema failed to reveal any 
abnormal communication or ob- 
struction. 

One month after her initial 
drainage, exploratory laparotomy 
was performed and the entire up- 
per abdominal contents were 
found to be involved in an or- 
ganizing purulent peritonitis. Co- 
lostomy and tube enterostomy 
were performed. The surgeon 
was unsuccessful in locating gas- 
tric fistula. 

The patient became increas- 
ingly oliguric, hypotensive, and 
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disoriented and died approxi- 
mately one week after this last 
operation. 


Discussion 


Dr. WARREN BEEKEN: In 
brief, we are confronted with the 
problem of a 47-year-old house- 
wife with an inflammatory proc- 
ess of the abdomen which led to 
her demise. We know that she 
previously had a gastric ulcer for 
which she had been operated 
upon, and that she had probable 
arteriosclerotic heart disease with 
a previous myocardial infarction. 

In 1953 she had a severe at- 
tack of substernal pain followed 
by syncope and breathlessness, 
and a diagnosis of myocardial in- 
farction was made elsewhere, pre- 
sumably by electrocardiogram. 
Subsequently she began to have 
chest pain strongly suggestive of 
angina pectoris. 

It is rather unusual for a 47- 
year-old female to have a myo- 
cardial infarction without some 
predisposing cause supplementing 
arteriosclerotic heart disease. One 
wonders if one of her previous 
operations included oophorec- 
tomy, thus depriving her of her 
natural hormonal protection from 
myocardial infarction. 

One must also wonder if she 
had hypercholesterolemia, thyro- 
toxicosis, or aortic stenosis. There 
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was nothing to suggest these dis- 
orders in light of subsequent his- 
tory, physical examination or 
laboratory studies. Specifically 
serum cholesterol level was 
within a normal range, and there 
was no evidence of aortic valve 
deformity by physical examina- 
tion. Despite the lack of under- 
lying cause for arteriosclerotic 
heart disease, I believe that we 
must accept this diagnosis as 
probable, but one cannot entirely 
discard the possibility that she 
may have had esophageal spasm 
or other thoracic abnormality 
causing her pain. 

Six months prior to her 1954 
admission an x-ray examination 
at another hospital showed a gas- 
tric ulcer which apparently healed 
concomitant with medical ther- 
apy. There are no hints as to 
whether this might have been a 
gastric carcinoma, and I am pre- 
suming that the healing was in- 
itially complete. Three months 
before her 1954 admission here 
her peptic ulcer symptoms re- 
curred but she did not obtain re- 
lief with a medical program. We 
do not know if the regimen in- 
cluded hourly antacids, the cor- 
nerstone of therapy for peptic 
ulcer disease. 

Progressive pain, weight loss, 
and much night pain ensued. A 
probable incidental finding was 
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that two months before her 1954 
admission she began to have ach- 
ing in her left deltoid area with 
radiation into the outer aspects 


of the upper arm. This was ag-" 


gravated by motion of the 
shoulder. One wonders whether 
this was night pain, suggesting 
bony origin, or whether this pain 
occurred only with motion of the 
shoulder, suggesting primarily 
muscular or articular causes. Her 
pain was distributed over the 
dermatomes of fourth and fifth 
cervical distribution. There was 
no mention made of any neuro- 
logic deficit to suggest a lesion in 
the spinal cord or cervical for- 
amena. 


Admitting examination 


Physical examination on her 
admission at this hospital in 1954 
disclosed a solemn, hostile, mid- 
dle-aged women who favored her 
left shoulder and upper arm. She 
was afebrile. Her pulse was 88. 
Her blood pressure was 170/95, 
which I interpret to be in the hy- 
pertensive range. Her weight was 
167 pounds. Bilateral nontender 
enlarged cervical lymph nodes 
were present and there were fine, 
moist rales in the lower lung field 
posteriorly. The heart was nor- 
mal to examination, and the ab- 
domen was unremarkable except 
tor two well-healed surgical ab- 
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dominal scars. There was tender- 
ness of the left supraspinatus ten- 
don and pain and limitation of 
motion of the left shoulder. Ex- 
aminations of the breasts and 
pelvis were normal. 

Laboratory data at that admis- 
sion disclosed an unremarkable 
urine examination, normal red 
and white blood count, sedimen- 
tation rate of 40, normal choles- 
terol (by the method then used), 
negative Mazzini, and a guaiac 
positive stool on one specimen. 
Gastric analysis in the fasting un- 
stimulated state showed 10 cc of 
free hydrochloric acid which I 
interpret to mean that 10 cc of 
0.1 normal sodium hydroxide 
were needed to raise the pH of 
the acid secreted in one hour to 
3.5, using Topfers reagent as an 
indicator. This actually amounts 
to 1.2 mEq of acid per hour and 
would put this patient in the 
hyposecretion range. Following 
histamine administration 2.6 
mEq per hour were collected. 
This again is in the hyposecretion 
range. 

Benzidine test of gastric con- 
tent was positive and guaiac test 
was negative. We know that these 
tests are subject to high per- 
centages of errors, and I do not 
place any specific emphasis on 
these results. Electrocardiogram 
showed a right bundle branch 
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Figure 2. 
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Ulcer of lesser curvature 


Spot film of ulcer 


block and probable old myocar- 
dial infarction. 

Chest x-ray showed cardiac 
enlargement and prominence of 
the left ventricle. The lung fields 
were clear by x-ray despite the 
fact that rales had been heard by 
auscultation. There was an area 
of radiolucence in the eighth 
thoracic vertebral body. Other- 
wise, the chest x-rays were nega- 
tive. Films of the left shoulder 
showed several unimpressive ra- 
diolucent areas. There was no 
evidence of bursitis. Upper gas- 
trointestinal series showed a gas- 
tric ulcer. Dr. Dyke, may we see 
the x-rays of the 1954 admission: 

Dr. JOHN R. DYKE: The 1954 
chest x-ray showed clear lung 
fields and minimal cardiomegaly. 
The lesion in the eighth thoracic 
vertebral body was a central, 
sharply outlined radiolucence 
with somewhat sclerotic margins 
and several coarse, bony trabecu- 
lae extending vertically through 
it. It appeared benign, and was 
most likely an hemangioma. The 
left shoulder showed spotty de- 
mineralization consistent with 
disuse atrophy. There was no 
soft tissue calcification. 

Examination of the stomach 
showed a large ulcer crater on 
the lesser curvature above the 
angle and somewhat posterior 
(Figures 1 and 2). This pene- 
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rated outward from the gastric 
wall in the manner of a benign 
ulcer, but it was very large, meas- 
uring over 4 cm in diameter. A 


lesion of this size always raises a ° 


suspicion of malignancy. 

In 1928 McCarty and Alvarez 
wrote a classic paper, relating 
malignancy to the size of the gas- 
tric ulcer, in which they stated 
that if the lesion was less than the 
size of a quarter, there was a 10 
percent chance of its being ma- 
lignant. If it was the size of a 
quarter or a little larger, there 
was a 50-50 chance of it being 
malignant. If it was the size of a 
silver dollar, there was at least a 
90 percent chance of its being 
malignant. While these criteria 
have not held up through the 
years, it is still a good rule of 
thumb to follow. 

This particular ulcer had slop- 
ing margins which we are apt to 
see in a malignancy. However, it 
had a rolled margin of mucosa, 
seen best in the spot film, which 
is More apt to occur in a benign 
gastric ulcer. Our impression at 
this time was that we could not 
tell whether this was benign or 
malignant and we advised gastro- 
scopy. A  cholecystogram re- 
vealed a normally functioning 
gallbladder though some of the 
Opaque material was retained in 
the stomach. 
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Dr. BEEKEN: In 1960 Raf- 
fensperger et al concluded that 
neither size nor location are help- 
ful in differentiating between be- 
nign and malignant lesions. 

This patient did not have gas- 
troscopy because of her anginal 
symptoms which constituted a 
relative contraindication to upper 
endoscopy. Gastric surgery was 
performed approximately two 
weeks after admission. Dr. Weis- 
mann, would you give us the op- 
erative findings. 


Surgery 


Dr. RODGER WEISMANN: The 
abdomen was opened by a left 
abdominal oblique incision. 
There were dense adhesions be- 
tween the omentum and lower 
abdominal wall at the site of pre- 
vious surgery. It was necessary 
to dissect adhesions and some of 
the omentum away from the 
transverse colon to explore the 
upper abdomen carefully. 

The stomach was involved 
with a plaque-like induration 
high on the lesser curvature 
above the angle about the site 
where the x-ray demonstrated 
the ulcer. The lesion was grossly 
benign. There were no suspi- 
cious lymph nodes, and there 
were no metastatic nodules in the 
liver. 

The pylorus was slightly thick- 
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Figure 6. Photomicrograph of 
gastric ulcer (first admission) 


ened, but I was unable to identify 
by palpation any other pathology 
in the stomach. The duodenum 
was not abnormal. There were 
no stones in the gallbladder. The 
other viscera in the abdomen 
were negative to palpation. I was 
not able to feel the pelvis well 
because of adhesions but I re- 
ported no abnormalities felt in 
the pelvis. The lesion on the les- 
ser curvature of the stomach was 
then mobilized along with the ad- 
herent fat, and resection was car- 
ried out utilizing a posterior 
Polya anastomosis. Approxi- 
mately two-thirds to 70 percent 
of the stomach was removed. 
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Dr. BEEKEN: Dr. House, may 
we see the microscopic sections 
of the ulcer? 

Dr. REGINALD House: The 
segment of stomach measured 8 
cm along the lesser curvature and 
20 cm along the greater curva- 
ture. On the lesser curvature at 
the pylorus there was 0.7 cm 
punched out ulcer. Near the 
proximal end of the stomach 
there was a similar ulcer meas- 
uring 2.5 cm in diameter and 3 
mm in depth. Multiple sections 
of these two ulcers showed no 
evidence of malignancy. Sections 
of both ulcers showed a super- 
ficial layer of fibrin‘and necrotic 
debris covering granulation tissue 
and dense collagenous tissue. No 
muscularis was evident. Poly- 
morphonuclear leukocytes and 
lymphocytes were a prominent 
feature in the area of granula- 
tion tissue (Figure 6). 

Dr. BEEKEN: Was there any- 
thing to suggest that this might 
have been a tuberculous or luetic 
ulcer? 

Dr. House: There was no evi- 
dence of a specific inflammatory 
lesion. 

Dr. TRUCKER: How 
much did the stomach weigh? 

Dr. WEISMANN: The entire 
specimen weighed 230 grams, the 
stomach, 130 grams. 
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Dr. BEEKEN: Dr. Weismann, 
was the right ovary found during 
exploration? 

Dr. WEISMANN: I was unable 


to palpate the pelvis well enough’ 


to distinctly discern the right 
ovary, but we have to assume 
that it was still there. 

Dr. BEEKEN: She made an un- 
eventful recovery from the sub- 
total gastric resection and three 
months later was doing well. 
There were no significant sym- 
toms of dumping, she had lost 
about seven pounds, and was 
found to have a normal red and 
white blood count and an unre- 
markable gastrointestinal x-ray 
except for the partial gastric re- 
section. No mention was made 
of her shoulder pain follow- 
ing manipulation postoperatively, 
and I doubt that this was playing 
any significant role in her subse- 
quent course. 


Five years 


Five years later the patient be- 
came ill and was admitted to this 
hospital from another institution 
where she had been a patient for 
six weeks. The illness was char- 
acterized by fever, chills, weak- 
ness, left flank pain, hip and 
thigh pain, flexion contracture of 
the left hip, abdominal bloating, 
cramps and diarrhea, cough and 
malaise. At the other institution 
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barium enema, skull x-rays, spine 
and shoulder films were taken. 
Do we have the results of these 
X-rays? 

Dr. WEISMANN: X-ray of the 
lumbar spine and pelvis showed 
lower lumbar spine and upper 
pelvis obscured by barium. No 
abnormalities were demonstrable 
except for minimal hypertrophic 
lipping of the lumbar vertebrae. 
The gallbladder series showed no 
evidence of small bowel obstruc- 
tion, a non-functioning gallblad- 
der, and no opaque stones. Bar- 
ium enema disclosed no filling 
beyond the midpoint of the de- 
scending colon, apparently be- 
cause of the presence of fluid in 
the bowel and the patient’s in- 
ability to tolerate pressure in the 
rectum. There was considerable 
small bowel distention. 

The chest x-ray showed very 
slight cardiac enlargement, a 
prominent left ventricle and tor- 
tuous aorta. Cardiothoracic ra- 
tio was 13.5:26.5. There was 
generalized increase in the pul- 
monary markings suggesting pul- 
monary congestion. A linear in- 
filtrate in the left mid-lung field 
and fluid in the left pleural space 
posteriorly were noted. Impres- 
sion: Congestive failure, question 
of pulmonary infarct, left. Skull 
films were overexposed. No ab- 
normality was demonstrated. 
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KUB disclosed several loops 
of gas-filled, distended small 
bowel and slight distention of the 
right colon. Excretory urogram: 
Both kidneys showed prompt 
function with fractional visualiza- 
tion. Calyces, pelves, ureters, 
and bladder appeared normal 
where seen. Impression: Ques- 
tion of partial bowel obstruction. 
The gas pattern is much like that 
seen in superior mesenteric 
thrombosis. 

Dr. BEEKEN: Were the apical 
areas both visible? 

Dr. WEISMANN: Presumably. 


X-ray findings 


Dr. BEEKEN: The significant 
findings on these x-rays then were 
limited to the fact that she had 
an infiltrate in the left mid-lung 
field, possible pulmonary infarct, 
left, and evidence of partial in- 
testinal obstruction. At the other 
hospital she was also found to be 
anemic and received multiple 
transfusions, liver, and iron ther- 
apy. Of possible significance is 
the fact that she was treated with 
penicillin, chloramphenicol, and 
tetracycline for ten days. When 
she developed an indurated ten- 
der area in the left flank and a 
positive left psoas sign, she was 
transferred here. 

On arrival the patient ap- 
peared acutely ill, febrile and 
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tachypneic. There was left hip 
flexion, the tongue was noted to 
be red and atrophic, there was 
dullness in the left lower thorax 
and bronchial breathing. Ex- 
aminations of the heart and 
breasts were normal. The ab- 
domen was striking in that it was 
described as large, resistent, and 
doughy in consistency. There 
was fullness in the left flank sur- 
rounded by brawny edema and 
erythema. No abdominal masses 
or organs were palpable and 
bowel sounds were present. 

Examinations of the pelvis and 
rectum were negative. The stool 
was Hematest positive and pre- 
sumably not black. The doughy 
consistency of the abdomen im- 
mediately raises the question of 
tuberculosis. We seldom see ab- 
dominal tuberculosis any more. 
The few cases that I have seen, 
interestingly enough, have not 
been doughy but quite similar to 
the abdomen of patients with 
portal cirrhosis and moderate 
ascites. Be that as it may, the 
abdomen does fit the classic de- 
scription of tuberculous periton- 
itis. Laboratory data disclosed a 
hemoglobin of 9 gm % and 
hematocrit of 30%. 

The mean corpuscular hemo- 
globin concentration then was 30 
indicating either a normochromic 
anemia or slight hypochromia 
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from blood loss. The differential 
white blood count disclosed a left 
shift and a total white count of 
9,200. The sedimentation rate 


markable as were blood electro- 
tytes, urea nitrogen, and glucose. 
There was hypoalbuminemia and 


ad hypergammaglobulinemia, fre- 
re | quently seen in any illness result- 
ir- @ ing in increased destruction 
nd § and/or decreased production of 
albumin and stimulation of the 
nd & ‘eticuloendothelial system. 
Electrocardiogram no longer 
nd § showed an old myocardial infarc- 
,0] § tion, possibly indicating a second 
re- & infarct. Chest x-ray disclosed a 
hy | homogenous density in the pos- 
m- § terior portion of the left lower 
of & lung field thought to be either tu- 
Mor or an infectious process. 
re, — Plain abdominal film disclosed 
en, § distention of the large and small 
not § bowel. Dr. Dyke, may we see 
to these films? 
ith Dr. DyKE: The first film was 
ate § from an excretory urogram per- 
the — formed six days before admission 
de- | here. There was gaseous disten- 
on- § tion, predominantly of small 
da § bowel, some of right colon, but 
and § relatively little in left colon. This 
suggested a paralytic ileus. The 
no- tight psoas shadow was sharp, 


the left indistinct, but largely ob- 
scured by bowel. The right kid- 
ney was clearly outlined as was 
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was 118. Urinalysis was unre- "| 


Figure 3. PA chest film on last admission 


the lower pole of the left. Calyces 
were fractionally visualized, but 
normal where seen. 

There did seem to be fullness 
of the soft tissues of the left flank. 
Perhaps there was some edema 
in the wall as evidenced by the 
reticulation of the subcutaneous 
soft tissues. The lateral peri- 
toneal line on the left was visible 
which would mitigate against a 
suppurative form of peritonitis. 
There was also little evidence of 
fluid between the bowel loops. 
The right peritoneal line was not 
included on the film. 

Chest x-ray on this admission 
(Figures 3 and 4) showed infil- 
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Fig. 4. Lateral chest film on last admission 


tration at the left base rather 
sharply limited posteriorly. A 
small amount of fluid was visible 
laterally and in the interlobar fis- 
sure. The heart and lungs were 
otherwise quite unremarkable 
and the lesion in the eighth thor- 
acic body seen four years before 
was unchanged. 

We were unable to reach a 
definite conclusion as to the eti- 
ology of the changes in the left 
lower lobe. The homogeneous 
appearance suggests tumor or 
loculated fluid. Pulmonary in- 
farct is a possibility, but the pa- 
tient has not had symptoms to 
support a lung infarct of this 


size. Most likely, is a localized 
inflammatory process where there 
may occasionally be sharp de- 
marcation. This occurs some- 
times in fungus disease in pul- 
monary parenchyma, which may 
simulate tumor. 

The admission abdomen film 
is essentially the same as that 
taken elsewhere six days before. 
We might note that neither shows 
evidence of opaque medication in 
the buttocks. 

Dr. BEEKEN: Dr. Dyke, the 
chest films look very much as 
though this was a primary pneu- 
monic process rather than some- 
thing secondary to a_subdia- 
phragmatic abscess. Would you 
comment on this? 

Dr. Dyke: I should have in- 
cluded that in my differential. | 
don’t know how I could exclude 
a subphrenic process. The gen- 
eral appearance in the PA pro- 
jection looks very much like sub- 
phrenic infection, but in the 
lateral view it is localized much 
more posteriorly than usual. Al- 
though the diaphragm is some- 
what hazy and slightly elevated, 
it looks more like a primary pul- 
monary process; even so, sub- 
phrenic infection cannot be ex- 
cluded. 

Dr. BEEKEN: Her fever con- 
tinued in the hospital. Because 
of the pulmonary findings, a left 
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thoracentesis was performed and 
400 milliliters of cloudy fluid, 
presumably not containing blood 


or chyle, were removed. This 


was cultured and reported to be 
sterile, negative for malignant 
cells, and contained 800 white 
blood cells per cubic millimeter. 
Were fungal cultures done, par- 
ticularly for actinomycoses? I 
would also like to know if there 
was a differential count done on 
the pleural fluid, and if the pro- 
tein content was measured. 

Dr. WEISMANN: The micro- 
biological report on the thora- 
centesis fluid was a bacterial cul- 
ture. A subsequent report, how- 
ever, was negative for acid-fast 
bacillus. No fungal studies were 
done. Specific gravity was 1.013. 
The protein was not measured. 

Dr. BEEKEN: In considering 
the pleural fluid alone, one must 
think about heart failure, neph- 
rosis and cirrhosis of the liver as 
being the usual causes of the 
transudative fluid. Bronchogenic 
carcinoma, carcinoma of the 
breast, lymphoma, leukemia, tu- 
berculosis and subdiaphragmatic 
abscess are the common causes 
for an exudative effusion. 800 
white cells per cubic millimeter 
is on the fringe of both exudative 
and transudative effusions, and 
is certainly consistent with a tu- 
berculosis pleural effusion. 
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On the fifth hospital day a 
large perinephric abscess was 
drained. We know that the intra- 
venous pyelogram was normal at 
another hospital shortly before 
this time but the left psoas 
shadow was not well visualized. 
This abscess was extensive and 
found to extend from the left 
diaphragm to the pelvic brim. 
Cultures were reported as grow- 
ing a mixture of proteus, bacter- 
oides, and Gaffkya anerobia. All 
of these, I believe, can be con- 
sidered to be secondary invaders. 
She improved following this 
drainage, her temperature drop- 
ping a bit. 

Chloresium packs under light 
anesthesia were started on the 
eighth postoperative day, and on 
the sixteenth postoperative day 
she developed a bile fistula and 
presumably an enterocutaneous 
fistula. Several days later a gas- 
trocutaneous fistula became ap- 
parent. Dr. Dyke has x-rays 
demonstrating the gastric fistula. 

Dr. Dyke: These films were 
taken at the time of a barium 
enema approximately one month 
after her admission. There was 
still some increase in the mark- 
ings in the left lower lung field 
and this appeared to be inflam- 
matory. The left diaphragm, 
however, was now quite sharply 
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Figure 5. Barium enema 
and gastropaque study 


outlined and did not appear ele- 
vated. The colon was filled with 
nodular fecal material, but 
showed no definite lesion. The 
opaque catheter that extends 
from the left lateral costophrenic 
angle down to a point just above 
the left hip apparently repre- 
sented a drainage catheter in the 
sinus tract. Gastropaque, admin- 
istered by mouth, fluoroscopically 
entered the stomach and then 
emerged under the skin surface 
via gastrocutaneous fistula 
(Figure 5). So much was scat- 
tered on the skin that little else 
can be said of the pathological 
anatomy in this area. There has 
been a gastric resection. 


Dr. BEEKEN: One month after 
the drainage of her abdominal 
abscesses, an exploratory lapar- 
otomy was performed presum- 
ably to try to correct some of her 
enterocutaneous fistulae. A mas- 
sive organizing purulent periton- 
itis was found. The surgeon was 
unsuccessful in locating the gas- 
tric fistula and the patient’s con- 
dition slowly deteriorated. She 
became increasingly oliguric, hy- 
potensive, and finally died one 
week after her second operation 
on this admission. 

The diagnoses that I would 
like to consider are: 1) actino- 
mycosis of the abdomen second- 
ary to pulmonary infection 2) tu- 
berculosis 3) an abdominal neo- 
plasm such as lymphoma or 
adenocarcinoma of the pancreas, 
or conceivably from the uterus. 


Tuberculosis 


Actinomycosis is known to 
mimic tuberculous lesions of the 
abdomen and of the lung. It 
commonly involves the lower 
lobes of the lung and it also fre- 
quently penetrates the diaphragm 
into the abdominal cavity, caus- 
ing cold abscesses similar to 
perinephric and psoas abscesses 
seen in abdominal tuberculosis. 
We do know that studies of 
pleural fluid were negative for 
acid-fast bacilli. This does not, 


Resident Physician 


ingly 
devel 
tomy 
lesion 
tion. 
dence 
patho 
One 
not h 
inal t 
of inf 


mor 
The b: 
The 
micros 
lieve y 
ologic 
me th 
accura 
cells ir 
no mi 
pleura 
do not 


October 


of ce 
evide 
losis 
on 
gain 
ever, 
| culos 
. subto 
ulcer 
the p 
Tumo: 
96 


of course, rule out tuberculosis; 
but the fact that there was no 
evidence of pulmonary tubercu- 
losis or calcified abdominal nodes 
on x-ray mediate somewhat 
against tuberculosis. 

We must acknowledge, how- 
ever, that the incidence of tuber- 
culosis in patients who have had 
subtotal gastrectomy with gastric 
ulcer is about five times that of 
the population at large. Interest- 
ingly enough, the patients who do 
develop tuberculosis postgastrec- 
tomy usually have high gastric 
lesions and evidence of debilita- 
tion. They need not have evi- 
dence of previous pulmonary 
pathology roentgenographically. 
One wonders if this patient did 
not have occult inactive abdom- 
inal tuberculosis from ingestion 
of infected raw milk. 


Tumor 


We have little evidence for tu- 
mor on physical examination. 
The breasts were entirely normal. 
The previous gastric ulcer was 
microscopically benign, and I be- 
lieve we have to accept the path- 
ologic diagnosis. Dr. House tells 
me that he is about 75 percent 
accurate in finding malignant 
cells in pleural fluid. There were 
no malignant cells seen in the 
pleural fluid of this patient. We 
do not know the nature of the 
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uterine pathology, and I believe 
that the possibility of uterine car- 
cinoma now involving the left ab- 
domen is possible. 

However, the findings at ex- 
ploration seem to negate this, 
suggesting an infectious process 
rather than a neoplastic process. 
With multiple cutaneous fistulae 
one always thinks of regional 
enteritis. We have little evidence 
historically or roentgenograph- 
ically that this patient at any time 
had regional enteritis. Gambill 
and Gross recently reported cases 
of atypical pancreatitis present- 
ing as abdominal abscesses, but 
there is negative evidence for this 
in our patient. This patient did 
have arteriosclerotic heart disease 
with at least on myocardial in- 
farction. 

Dr. WEISMANN: There were 
a number of consultants in the 
group that saw this patient so I 
am sure that somebody is going 
to remember this case. It was a 
diagnostic problem. Those of you 
who would like to contribute 
diagnoses are welcome to do so. 

Dr. Ernest Sacus: I would 
like to suggest as an alternate di- 
agnosis a marginal ulceration fol- 
lowing gastric resection with the 
gastrojejunal colic fistula and 
colonic perforation draining 
through the gut and subsequent 
peritonitis. 
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Dr. BEEKEN: This is a diag- 
nosis I should have mentioned. 
I believe, however, that it is ex- 
tremely unlikely in a patient who 
is a hyposecreter and who has 
had a gastric resection. 

Dr. WEISMANN: It definitely 
might be. 


Alternate diagnosis 


Dr. LAWRENCE Morin: I think 
the possibility of rupture of the 
colon in the region of the splenic 
flexure secondary to enteritis, im- 
paction or possibly the result of 
enema trauma, should be con- 
sidered as the primary nature of 
this patient’s last illness. 

Dr. Bruce BAIRsSTOW: Be- 
cause of the presumed fungal eti- 
ology as discussed by Dr. Bee- 
ken, and which I agree with as 
being a very likely consideration, 
I feel perhaps there is some par- 
alysis of the healing mechanisms 
due to underlying lymphoma 
which was responsible for the 
development in this patient. 

Dr. WEISMANN: Her PPD 
done on the first admission was 
recorded as negative in 24 and 
48 hours. 

Dr. House: At necropsy the 
body measured 64 inches in 
length and had an estimated 
weight of 120 pounds. There 
was a 15 cm gaping left flank 
wound with a drain in place. The 
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skin of the abdomen showed a 
13 cm right pararectus recently 
sutured incision with drain and 
an epigastric midline 5 cm gaping 
incision from which brown, 
cloudy fluid exuded. 

The abdominal cavity con- 
tained abundant fibrous and fi- 
brinous adhesions, most marked 
in the upper quadrant. The tube 
enterostomy entered the jejunum 
approximately 91 cm from the 
gastroenterostomy, while the tube 
colostomy was positioned in the 
transverse colon. The tissues 
around each tube were congested 
and friable. Representative sec- 
tions of the intestine showed a 
thick serous coat composed of 
dense fibrous tissue which in turn 
was covered by a vascular con- 
nective tissue containing lympho- 
cytes, plasma cells, macrophages 
and a few polymorphonuclear 
leukocytes. 

In the left upper quadrant, 
bordered by the stomach, spleen, 
inferior aspect of the left lobe 
of the liver, and transverse colon 
was a large abscess cavity which 
extended into the retroperitoneal 
tissues and involved the left ad- 
renal gland. Sections taken in 
this area show marked necrosis 
and acute inflammatory exudate 
which covered a layer of dense 
connective tissue. 

The gastrojejunostomy was 
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patent, but in the distal loop of 
the jejunum, just beyond the ana- 
stomotic site, were two marginal 
ulcers measuring 142 and 1 cm 
respectively. The base of the 
larger ulcer had perforated and 
communicated directly with the 
abdominal abscess. Sections of 
this ulcer showed abundant ne- 
crosis and inflammatory response 
at the site of the rupture. The 
serosa of the jejunum in this area 
showed thickening by fibrous tis- 
sue which in turn was covered by 
fibrin. There was infiltration by 
lymphocytes, plasma cells and 
polymorphonuclear leukocytes 
(Figure 7). 

The left pleural cavity con- 
tained 200 cubic centimeters of 
cloudy yellow fluid, while the 
right contained 500 cubic centi- 
meters of similar fluid. The right 
lung weighed 480 grams and the 
left 740 grams. There were dense 
fibrous adhesions between the 
lower left lung and diaphragm. 
Both lungs had _ bronchopneu- 
monia in all sections, but was 
most marked in the left lower 
lobe. 

The heart weighed 340 grams. 
In the interventricular septum, 
over an area of 6 x 5 cm the 
myocardium was pale yellow and 
soft area, bordered by a 2 ml 
rim of congestion. Microscopic- 
ally this area showed necrosis 
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Figure 7. Photomicrograph of 
marginal ulcer (second admission) 


with infiltration by polymorpho- 
nuclear leukocytes. The coronary 
arteries showed marked athero- 
sclerosis, but no definite throm- 
bosis could be identified. 

In summary, this 52-year-old 
white female had a gastrectomy 
and gastro-jejunostomy for two 
chronic gastric ulcers. She sub- 
sequently developed marginal ul- 
cers in the distal loop of the 
jejunum, one of which perfo- 
rated. This resulted in generalized 
peritonitis localizing as a left up- 
per quadrant and left flank ab- 
scess. There was an acute myo- 
cardial infarct and a broncho- 
pneumonia complicating the ter- 
minal stage. 
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Mary 


MEMORIAL HOSPITAL 


Located midway between Boston and 
Montreal, this teaching hospital serves 
as a referral center for physicians 
in Maine, Vermont and New Hampshire. 
Through its affiliation with Dartmouth 
Medical Scheol and the nearby VA 
Hospital, 75 residents and interns are 
in approved programs. 


Pee in 1893 in Hanover, New Hamp- 
shire, Mary Hitchcock Memorial Hospital is 
a voluntary, nonprofit hospital of 300 beds, 
staffed by a group practice of 60 physicians, 
board certified or eligible in 12 major medical 
and surgical specialties. Each physician in the 
group is also a member of the clinical faculty 
of the two-year Dartmouth Medical School. 
Today the components of the Hitchcock 
Medical Center are the hospital, the group 
practice known as the Hitchcock Clinic, the 
Hitchcock Foundation (to encourage and help 
finance research), the Dartmouth Medical 
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CATHETERS 
ENEMAS 


Catheters and enemas may be highly use- 
ful postoperatively and postpartum, but 
they are capable of serious drawbacks. 


PATIENTS often dislike and fear such in- 
strumentation, sometimes even more than 
the surgery or delivery that preceded it. 


PHYSICIANS are mindful of the frequent 
risk of infection following catheterization, 
despite the most painstaking techniques. 
The passage of a sterile catheter into the 
bladder may introduce pathogens, since 
the urethra is not always sterile nor can it 
be readily sterilized. 


NURSES find that catheterization and the 
administration of enemas require consid- 
erable time, which might be advantageously 
employed for other nursing procedures. 


everyone is relieved when 


Bethanecho! Chloride 


replaces catheters and enemas 


after surgery or childbirth may prevent painful urinary retention 

abdominal distention. Therapeutically, 
-turition and defecation by inducing muscular contractions of the — 
bladder and intestinal tract — without subjecting patients to the 
comfort of catheters and enemas. 


RELIEF FOR THE PHYSICIAN... By obviating ii 
URECHOLINE eliminates the danger of infection that may follow 


RELIEF FOR THE NURSE... Prophylactic and therapeutic use of 


i Supplied: Tablets, 5 and 10 mg., bottles of 100. Injection, 5 mg. per-cc., 
4 jing or administering URECHO 
detailed information on use accompanying the on request. 
IS A TRADEMARK OF MERCK & CO., INC. 


Mary Hitchcock Memorial Hospital at Hanover, N. H. is affiliated with Dartmouth 


Medical School and Veterans Hospital 


School, and the affiliated Veter- 
ans Administration Hospital in 
nearby White River Junction, 
Vermont. The VA _ hospital 
maintains 200 beds for surgical 
and medical patients. 


Founded as memorial 


The hospital was founded as 
a memorial to the wife of Hiram 
Hitchcock, former owner of the 
Fifth Avenue Hotel in New York 
City and a native New Eng- 
lander. He took great care and 
pride in the construction of the 
hospital. Completed after nearly 
three years of work, it was one 
of the country’s first fireproof 
hospitals, the first to be built on 
the pavilion plan, and claimed 
one of the most modern and ef- 
fective sterilizing and ventilating 
facilities. 

Its growth from the original 
36-bed complement (with a 


in nearby White River Junction, Vt. 


“staff’ of one full-time house 
surgeon) has been steady through 
the years, and important re- 
search contributions in such fields 
as cardiopulmonary and cardio- 
vascular diseases, hematological, 
dermatological and neurosurgical 
disorders have come from this 
New England hospital. 


Teaching role important 


Teaching has always been an 
integral function of the institu- 
tion. Its school of nursing is as 
old as the hospital. Today, 
courses are given for medical 
technologists, x-ray technicians, 
nurse anesthetists and administra- 
tive residents. Graduate clinical 
education in the modern sense 
began with its founding, with 
house staff appointments of grad- 
uates of Dartmouth as well as 
a number of other medical 
schools. 
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Residents at Memorial are given time 
and facilities for individual research. 


Dartmouth Medical School 
discontinued its third and fourth 
clinical years in 1914. As a re- 
sult, the community was deprived 
of a number of specialists who 
went elsewhere to continue their 
teaching. Hanover was left with 
five doctors, each practicing in- 
dependently and with hospital 
privileges. In 1927, these five 


physicians formed a group prac- 
tice which has continued to grow 
in size and scope with the hos- 
pital. 


Graduate education expands 


After World War II, clinical 
facilities of the Hitchcock Medi- 
cal Center were expanded to help 
meet the demands of returning 
medical officers for graduate edu- 
cation. The development of the 
current program of single, com- 
bined and joint residencies and 
fellowships in the hospital, foun- 
dation, clinic and VA was started 
in 1945. 

In 1946, as part of the new 
VA policy of affiliation with 
medical schools, the VA hospital 
residency program came under 
the aegis of the Dean’s Commit- 
tee of Dartmouth Medical 
School. Through this association 
staff members of Hitchcock Hos- 
pital became the professional 
consulting and resident training 
staff of the VA hospital. 

Hitchcock Memorial Hospital 
is fully staffed for surgical and 
autopsy pathology. In its clinical 
laboratories, over 120 different 
kinds of tests are performed; ap- 
proximately 200,000 are made 
each year in Blood Bank, chem- 
istry, hematology, bacteriology, 
cytology, and clinical microscopy. 
There are 22 technologists in this 
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Memorial's Cobalt unit and (be- 


ant low) Crippled Children's Clinic. 
ial Interns and residents see patients 
ng from entire New England area. 
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in acute, uncomplicated 
urinary tract injections... 
efiective low dose therapy = 


FURADANTIN ql. d. 


brand of nitrofurantoin 


In acute infections of the urinary tract involving gram-negative organisms 
(predominantly coli-aerogenes group), Welling and colleagues! found 
that patients responded clinically to FuRADANTIN 50 mg. q.i.d. “as readily 
as to 100 mg. dosage.” Particularly with moderate fluid restriction, 
Thompson and Amar? consider that 50 mg. FurADANTIN tablets provide 
“urine concentrations sufficient to clear the majority of acute uncomplicated 
infections”—and with “complete obviation of nausea.” Lippman et al.* 
also reported minimal side effects with FuRADANTIN 50 mg. q.i.d. in pro- 
longed prophylactic use. . 

Patients who do not respond to FURADANTIN 50 mg. q.i.d. after 2 or 3 days 
should be given an increased dosage—FURADANTIN 100 mg. q.i.d. Patients 
with complicated, chronic or refractory urinary tract infections should 
receive FURADANTIN 100 mg. q.i.d. from the outset. FURADANTIN is avail- 
able in Tablets of 50 mg. and 100 mg., and in an Oral Suspension contain- 
ing 25 mg. of FURADANTIN per 5 cc. teaspoonful. 

REFERENCES: 1. Welling, A.; Watkins, W.W., and Raines, S. L.: J. Urol. 77:773, 1957. 2. Thompson, 


I. A., and Amar, A. D.: J. Urol. 82 :387, 1959. 3. Lippman, R. W.; Wrobel, C. J.; Rees, R., and Hoyt, 
R.: J. Urol. 80:77, 1958. 
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one of a series on leading resident and intern centers 


department in addition to stu- 
dents enrolled in the School of 
Medical Technology. The au- 
topsy rate has always been high 
and during the past year aver- 
aged 86.7 percent. 

Applicants for internships, 
residencies or fellowships must 
first fulfill standard requirements 
of approved American medical 
schools. Graduates of foreign 
medical schools must meet the 
requirements of the Educational 
Council for Foreign Medical 
Graduates. 


Internship 


Sixteen rotating internships at 
Hitchcock Hospital are offered 
annually. They encompass all 
branches of medicine and sur- 
gery, including obstetrics and 
pediatrics. The intern’s responsi- 
bilities include a complete history 
and physical examination, the 
writing and execution of initial 
orders, the preparation of an out- 
line of therapeutic procedure, 
and the detailed necessary care 
of the patient, all under super- 
vision. 

The intern works in close co- 
operation with the staff, receiving 
intensive bedside, operating and 


delivery room teaching while ob- 
serving firsthand the natural his- 
tory of disease. He gains out- 
patient experience in the emer- 
gency room where he initiates di- 
agnostic procedures and treats 
patients under supervision. There 
are several scheduled conferences 
and seminars weekly, and peri- 
odic lectures throughout the year 
by home and visiting talent. 


Resident workload 


Every resident, as well as in- 
tern, participates in the total care 
of every inpatient at Hitchcock 
Hospital. This includes both 
ward and private patients. The 
number of patients rarely exceeds 
15 per resident. An average of 
five or six outpatients are seen 
each day, although, of course, 
this will be as high as 25 on 
some services such as derma- 
tology. 

While on service at the Vet- 
erans Administration hospital, 
residents are responsible for 
about 90 percent of the total pa- 
tient care. 

On completion of the four-year 
residency in general surgery, the 
resident will have performed 
about 250 major surgical opera- 
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IN SUPPRESSION OF LACTATION 


Structure of secreting mammary gland. Secretion from the free ends of the alveolar cells passes 
into the lumen and is ejected by contraction of the pithelial cells 


ding the alveoli. 
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allestril 


brand of methallenestril 


@ gives “excellent” control of lactation 
@ relieves pain and engorgement 
@ reduces therapeutic complications 


VALLESTRIL, with its major activity 
in suppressing lactation and lesser 
action on the endometrium, offers 
distinct advantages whenever sup- 
pression of lactation is indicated or 
desired. 
* The lochia is not prolonged. 
* Normal involution of the uterus is 
not inhibited. 
* Reengorgement is uncommon. 
¢ Withdrawal bleeding is rare. 
¢ Nausea or toxic symptoms are 
seldom, if ever, attributable to 
the drug. 
These characteristics distinguish 
Vallestril as a singularly safe and 


effective estrogenic agent, particu- 
larly free from toxicity and post- 
therapeutic complications. 


For suppression of lactation: 


The recommended dosage of Vallestril 
is two 20-mg. tablets daily for five 
days, begun as soon as possible after 
delivery. Vallestril is supplied as un- 
coated, unscored tablets of 20 mg. 
(and also as uncoated, scored tablets 
of 3 mg. for the relief of symptoms of 
the menopause). 


SEARLE aco. 


CHICAGO 80, ILLINOIS 
Research in the Service of Medicine 
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tions and a similar number of 
minor operations in all fields, in- 
cluding gynecology, orthopedics 
and urology. Similarly intensive 
experience is provided on all 
other services. One advantage of 
the group practice plan here is 
that the chief of service and at- 
tending physicians are always 
available and can establish a close 
rapport with the residents. 

Generally speaking, residents 
are on call every other weekend 
and every other night. Emer- 
gency room responsibility (with 
over 5,000 admissions a year) is 
shared with the intern staff. One 
interesting note to make here is 
that there is a tendency during 
weekends for the community to 
use the emergency facility for vis- 
its which on weekdays they 
might ordinarily make to their 
family physician. 


Problems and advantages 


As a group of specialists work- 
ing in a rural area, the medical 
staff of the Hospital is fully 
aware of all the problems and 
advantages inherent in this type 
of practice. One important ef- 
fect this has had on the post- 
graduate medical education pro- 
gram is to give it a dual empha- 
sis: to train physicians who are 
fully qualified for board certifica- 
tion, and are at the same time 


sufficiently well-rounded to take 
over the great variety of demands 
of a physician in the smaller com- 
munity. 


Type of care 


Virtually a complete range of 
patients present themselves at 
Hitchcock Hospital. Responsi- 
bilities include care of Dart- 
mouth faculty and families and 
3,000 students. Members of 
many socio-economic groups 
either living in the community or 
preferring to be treated here are 
seen. A substantial portion of 
patients are from industrial and 
agricultural families, and a num- 
ber of patients are referred from 
Massachusetts, New York and 
15 other states. 


Library, recreation, housing 


Baker Library, the central 
library of Dartmouth College, 
houses the medical library of 
some 33,000 volumes and 400 
current and bound medical jour- 
nals. 

As members of the Dartmouth 
College student body, residents 
and interns are offered a wealth 
of recreational and cultural op- 
portunities. Many visiting lectur- 
ers and artists make appearances 
at the College. Wives are wel- 
come to join the Dartmouth 
Players. Excellent skiing areas 
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in leading headache clinics, 


the drug of choice for migraine is 


First thought in migraine: 


CAFERGOT TABLETS: ergotamine 
tartrate 1 mg., caffeine 100 mg. (Color: 
light gray, sugar-coated.) Dosage: 2 at 
first sign of attack; if needed, 1 addi- 
tional tablet every 14 hour until relieved 
(maximum 6 per attack). 


CAFERGOT SUPPOSITORIES: ergot- 


amine tartrate 2 mg., caffeine 100 mg. 
Dosage: 1 as early as possible in attack; 
second in 1 hour, if needed (maximum 
2 per attack). 


When the headache is associated with 
nervous tension and G.I. disturbance: 
CAFERGOT P-B TABLETS: ergotamine 
tartrate 1 mg., caffeine 100 mg., Bellafoline 
0.125 mg., pentobarbital sodium 30 mg. 
Warning: May be habit forming. (Color: 


bright green, sugar-coated.) Dosage: same 
as Cafergot Tablets. 


CAFERGOT P-B SUPPOSITORIES: 


ergotamine tartrate 2 mg., caffeine 100 mg., 
Bellafoline 0.25 mg., pentobarbital sodium 
60 mg. Warning: May be habit forming. 
Dosage: same as Cafergot Suppositories. 
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IN PEPTIC ULCER 
AND HYPERACIDITY | 


with associated 
tension and 
nervousness 


Typical 
secretory gland. 


NACTISOL INHIBITS GASTRIC ACID SECRETION AT THE PARIETAL CELL LEVEL 


are a 
drive 
suppresses gastric acid secretion at the parietal cell level easily 
decreases gastrointestinal hypermotility A 
for h 
relieves nervousness and tension es h 
NACTISOL combines: mw 
re n 
NACTON® 4 mg. new inhibitor of gastric acid secretion and hypermotility hel 
1 ..-reduces the total output of gastric HCl by about 60% suital 
plus 
Ha 
BUTISOL SODIUM® 15 mg. “daytime sedative” with highest therapeutic lent 
: index’ (highly effective, minimal side effects) is of 
: e Side effects with NACTISOL therapy have been minimal.** dents 
NACTISOL* ...in scored, yellow tablets Li 
References and 
1. Douthwaite, A. H.: The Development of the Treatment of Duodenal Ulcer, Proc. Roy. Soc. Med. Amo: 
51:1063-1068 (December) 1958. 2. Batterman, R. C., Grossman, A. J., Leifer, P., and Mouratoff, G. J.: 
Clinical Re-evaluation of Daytime Sedatives, Postgrad. Med. 26:502-509 (October) 1959. 3. Steigmann, F.: 
Clinical Report to McNeil Laboratories. 4. Lorber, S. H.: Clinical Report to McNeil Laboratories, December 
6, 1960. 5S. Rider, J. A.: Clinical Report to McNeil Laboratories. 
McNEIL McNEIL LABORATORIES, INC., Fort Washington, Pa, *Trademark 
tU. S. Patent 
Octob 
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Softball, tennis, and water sports are summer activities shared by house staff. 
Winter brings the skiing enthusiasts who find nearby slopes among nation's best. 


are available within a 15-minute 
drive. Swimming, boating, ten- 
nis, squash, and skating are also 
easily accessible. 

A multi-dwelling development 
for hospital and college person- 
nel has been built about a mile 
from the Hospital. When there 
are no vacancies available there, 
help is offered in helping locate 
suitable housing. 

Hanover maintains an excel- 
lent public school system which 
is, of course, available to resi- 
dents with school-age children. 

Living expenses in Hanover 
and nearby Norwich are high. 
Among the causes for this are the 


severe winters, which mean high- 
er fuel bills and greater upkeep 
on automobiles. Also, service 
charges for repair of appliances 
and the cost of food generally 
average higher than in many 
other communities. 


Employment 


Employment opportunities for 
wives are excellent if they have 
a background of nursing educa- 
tion, preparation or experience, 
as instructors in the School of 
Nursing or on the Nursing Serv- 
ice. Also a number of other po- 
sitions are available at the Hos- 
pital and College. 
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_—Hypertension 
stress 


Serpasi! lowers blood pressure gently, guards against cardiac damage 


Serpasil—in addition to its well-estab- 
lished effectiveness in controlling high 
blood pressure — offers an important 
bonus in treating hypertension. Labora- 
tory studies show that Serpasil can 
prevent stress-induced heart damage,}.2 
presumably through its ability to deplete 
the catecholamines (epinephrine and 
norepinephrine) from the myocardium.34 
These yieeey data are clinically si 
nificant in light of growing evidenc 7 
that more than purely “mechanical” 
overwork may be involved in cardiac 
damage associated with hypertensive 
disease. Raab5 suggests that much of 
this damage is due to a direct metabolic 
action of the catecholamines on heart 
muscle. The way to prevent it, he be- 
lieves, is to deplete or inactivate excess 
catecholamines. 
Thus, Serpasil not only eases the me- 
chanical burden on the heart by reduc- 
ing peripheral resistance and slowing 
heart rate, it may also provide protec- 
tion against catecholamine-induced 
heart damage —the added benefit in 
prescribing Serpasil for hypertension. 


LABORATORY EVIDENCE SHOWS 
SERPASIL PREVENTS 
STRESS-INDUCED HEART DAMAGE? 
No heart damage in 
stressed rat protected 


Severe heart damage in 
unprotected stressed 
rat. Tissue taken from 
rat given 2e-methyl- 


with Serpasil. Tissue 
taken from rat given 2a- 


and stressed (by re- 
straint) for 15 hours. as at left, but also given 

daily for one week). 


References: 1. Raab, W., Stark, E., W. R.: 


to CIBA. 3. Carl 


report to 
(edited by os S., and Ghent, V.), Elsevier Publishing Cc 
S.R., and Krayer, O.: 


4. Waud, D.R. 


rtler, A., and 


J. Pharmacol. & 


1958. Raab, W.: ‘5-571 (May) 1960. 6. Bayer, O., Borden, N. 
Effert, S.: Ztschr. klin. Med. 146-607 (June) 1950. 7. Raab, W 
Disorders, The Williams & Wilkins Company, Baltimore, ‘1983, pp. 457, 


ie 
7. 
cL Nete: While Serpasil did not completely protect 
" the hearts of all animals in this study, it greatly 
a reduced myocardial damage in most of them. 
; Original magnification of photomicrographs: ap- 
proximately 450 X. 
) 1989, 2. Raab, 
son, J.: 
ru any, Amsterdam, 
er, Therap. 124:340 (Dec.) 
E., Boemi , H., and 
| 
3 
cautions, and side effects of Serpasil—as well as / : 
@ full report on its heart-protecting action — will | 
be sent on request. 2/ enn x 
Supplied: Tablets 0.1 mg., 0.25 mg. (scored) and 
1 mg. (scored). 1 
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Sacrifice, says this physician's wife, is a major 
part of the doctor's life. She asks: “How much 
is expected of a man and his family?" We re- 
produce herewith one of the most sincere 
letters received by your editor in many a year. 


PERRIN H. LONG, M.D. oo 


Dear Dr. Long: 

I am a young wife of a new M.D. who has taken a straight 
medical internship at a university hospital. 

My father was a surgeon, completely dedicated to his 
profession and quite successful. He constantly worked and 
sacrificed both his health and enjoyment of family life to take 
care of the needs of his patients. He died at the age of 
43 (narrowed coronaries). A close friend of my husband, a 
young and brilliant new physician volunteered to go 
into the Armed Forces. He died two weeks later, age 29, 
cause of death unknown. He left behind 
a young wife and two children. 

My husband’s hours are abominable, terrifyingly long, and = 
completely unreasonable. His hospital furnishes medical care to N 
a massive amount of people. He averages about 4 hours 
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To Calm the Nervous, Worrisome Elderly Patient 
.-without = hazard cumulative toxicity... 


contraindicated in the presence of renal disease . _ essentially 
nontoxic for the liver’*—is well suited to geriatrics. 


BUTISOL does not produce the “confusion and disorientation’’? fre- 
quently associated with the use of phenobarbital ig the aged. 


BUTISOL “provided the highest rating (therapeutic index) of sedatives 
studied for control of anxiety and insomnia by daytime 
dosage”’ in a 5-year study*®, because it showed the lowest in- 
cidence of side effects and least likelihood of cumulative 
toxicity. 

BUTISOL Sodium® Tablets « Repeat-Action Tablets « Elixir « Capsules 


1. AMA. Council on Drugs: New and Nonofficial Drugs 1960, Philadelphia, J 8. Lippincott Company, 1960, p. 363. 
2. Friend, D. G., and Hamlin, 3. T. 111: in Modell, W.: Drugs of Choice 1960-1961, St. Louis, The C. V. Mosby Company, 1960, pp. 270-271. 
3. Batterman, R. C., et al.: Clinical Re-evaluation of Daytime Sedatives, Postgrad. Med. 26:502-509 (Oct.) 1959. 
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The Doctor Doesn’t Make Sacrifices? 


sleep per day—but not always. He has one day off 

a week, which is occupied by rounds from 6:00 A.M. to 

12 noon. When he arrives home, his fatigue is so great 

that he must rest. His compensation for this work is $190.00 
per month; this is considered excellent pay for a 

university hospital. Food, rest, clothing, books and 

journals, insurance, car expenses are expected 

to come from this stipend. We have no social or family life 
for the obvious reasons. I am a high school teacher 

who must work to aid my husband. 

I am writing this letter to you, because of your Editorial; 
“Your Support Is Needed,” the quote of President Kennedy, the 
opinion of quite a large number of the laity, and above all 
the statement of “Self-sacrifice.” All I have ever read 
or hear from the laity is the complete disinterest 
of the M.D. for the individual; all physicians are interested 
in Money, and that Sacrifice, Sacrifice, should be the 
upper purpose for an M.D. 

I ask you Dr. Long, is this not “Sacrifice?” The loneliness, the 
criticism, the lack of funds for new M.D.s or medical students, 
who give years of their youth to a wonderful profession, 
in a world which cannot do without a doctor for 
one minute of a day. Why should only doctors sacrifice or 
constantly be the object of criticism? How much is 
expected of a man and his family? How many would 
go to a doctor’s office if he lived on top of a 
candy store and drove a 1949 car? Their attitude: He 
couldn’t be good; he is not making any money. 

The working man goes on strike if he is discontented 
with his lot. He is appeased by all and given rights, even if it 
damages the economy of our country. Suppose M.D.s 
went on strike. What then! Why shouldn’t a doctor 
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BAKER’S MODIFIED MILK 
PROVIDES OPTIMUM 
PROTEIN NUTRITION 


“There is abundant clinical evidence... that formula- 
fed infants receiving high protein allowances compare 
favorably to thriving breast-fed infants.”! Authorities,2 
whose experience with the hunger of infants fed even 
3.5 grams of protein per kilogram, have opposed intakes 


of cows’ milk which would give less protein. 


Baker’s Modified Milk supplies a protein level of 3.7 
grams per kilogram of body weight per day to meet 
normal needs and to provide a dietary reserve for 
increased protein demands caused by fever, diarrhea 
and infections. An adequate water reserve is also 
provided for renal function and proper water balance 
by the 20 Cal/oz. dilution.3 


Because an infant's health depends upon total 
adequacy of his diet,4 Baker’s Modified Milk supplies 
an optimum protein level, 6% of the calories as essen- 
tial linoleic acid, and contains 7% carbohydrate com- 
posed of multiple sugars, the R.D.A.5 of vitamins, and 
7.5 mg. of iron per quart of formula. 


1. Hill, L. F.: J. Pediatrics 54: 545 (1959) 2. Gordon, H.H., and Ganson, A.F.: 

J. Pediatrics 54: 503 (1959) 3. A.A.P. Committee on Nutrition, Pediatrics 19: 
339 (1957) %. Woodruff, Calvin W.: J. A. M. A. 175: 114 (1961) ‘5. Recom- 
mended Dietary Allowances, NAS-NRC Publication “589 (1958) 6. U.S.P.H.S. 
Milk Code, Federal Security Agency Publ. 220 (1953) 


Bakers MODIFICD MILK 


Made only from Grade A milk*—scientifically formulated to duplicate 
the nutritional results of human milk. Powder / Liquid 


THE BAKER LABORATORIES, INC., Cleveland 15, Ohio 
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The Doctor Doesnt Make Sacrifices 


be reasonably successful? He works doubly hard for his income. 

There are no benefits from the government or the laity. 

He only has his mind and his hands to do his labor of love. 
This defense does not apply only to my immediate family, 

but to the many physicians I know. Dr. Long, perhaps 

all think I am prejudiced toward the lot of the M.D. 

But I live it every day—all the heartbreak, discouragement, 

loneliness of this unthankful profession. I love it and wouldn’t 

trade my role in life for anything, because whatever I do, 

I can keep some semblance of normal life and 

contentment for my M.D. 
Dr. Long, I would like to see an article written in 

defense of the M.D. The facts, not conjecture about the life 

of a physician and his family. Please give these young 

men and their families a note of encouragement 

and inspiration. How can these men go on without a 

small semblance of recognition or respect? I only know that 

most M.D.s are dedicated and kind men, who try more 

than their utmost to ease the sufferings of others. 

Few are self-centered. It is NOT a selfish profession; it can 

never be, because of the basic nature of its work. 

The laity want M.D.s to come during any hour of the day 

or night. Let that doctor request his fee of $5 to $10, 

then listen to the complaints. But, if a T.V. tube is broken just as 

and the serviceman requests a sum of $10 to $24, maxim 

that is all right. 
My husband does not share all of my ideas, because colds 0 

he feels that this is his duty and obligation to Society. The @ 

What is Society’s obligation to him? EXPECTE 
The shortage of doctors is becoming acute throughout the a 

U.S. and Canada. Why? Should the profession sacrifice brome 
standards to have an overabundance of poor M.D.s. lessens 
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speci ically designed to 


Just as a medical instrument is engineered for 
maximum. efficiency in performing its specific 
function, BENYLIN®EXPECTORANT is formulated to 
provide effective relief of cough associated with 
colds or allergy. 


The outstanding antitussive action of BENYLIN. 
EXPECTORANT is attributed to a combination of 
carefully selected therapeutic agents. Benadryl,” 
a potent antihistaminic-antispasmodic, reduces 
bronchial spasm, quiets the cough reflex, and 
lessens nasal stuffiness, sneezing, lacrimation, 
itching, and other allergic manifestations. Concur- 
rent respiratory congestion is relieved by expecto- 
rant agents that efficiently break down tenacious 
mucosal secretions. In addition, a demulcent 
action soothes irritated throat membranes. ‘sss: 


elp control cough 


BENYLIN EXPECTORANT is a pleasant- tasting, 
raspberry-flavored syrup...completely ace 
ceptable to patients of al! ages. 

supplied: Benyiin Expectorant is available . 
in 16-ounce and 1-galion bottles. 

Each fluidounce contains: 80 mg. Benadryl 
Hydrochloride (diphenhydramine hydrochio- 
ride, Parke-Davis); 12 gr. ammonium chloride; 
5 gr. sodium citrate; 2 gr. chloroform; 1/10 gr. 
menthol; and 5% alcohol. Indications: Relief 
of coughs due to colds, other symptoms as- 
sociated with colds, and coughs of allergic 
origin. Dosage: Adiilts—1 to 2 teaspoonfuls 
every three to four hours. Children—¥2 to 
1 teaspoonful every four hours. Precautions: 
Products containing Benadry! should be used 
cautiously with hypnotics or other sedatives; 
if atropine-like effects are undesirable; or if 
the patient engages in activities requiring 
alertness or rapid, accurate response (such 


as driving). 
PARKE-DAVIS 


PARKE, DAVIS & COMPANY, Detrod 22. Michigan 
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. . « The Doctor Doesn’t Make Sacrifices? 


They complain about the quality of our new M.D.s. Well, Sir, 
they should visit our hospitals—staffed by young men 
from American Medical Schools. They should visit 
their homes and see file cabinets, bookcases filled with books 
taking dominance over any kind of luxury. They may not 
know everything—but they try and they are 
excellent M.D.s on the whole. 

The laity judge, prescribe and give advice about Medical 
problems. What Medical School did they go to 
receive their degree? 

Dr. Long, I have heard my husband say (after 32 hours): 
“If only one of my clinical patients would state, 
‘Thank you, doctor, for your helpp—it would make me 
feel like I could do 32 hours more work 
without benefit of sleep.” 

Thank you for your interest and kind consideration. 
Sincerely, 
CONSTANCE PHELAN 


“He says he knows what's: wrong with 
him and what he needs. All he wants 
you to do is sign the prescription.” 
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VOW—postoperative analgesia usually 
means early mobilization, faster recovery and 
fewer complications. 


mobilization 
) is furthered 
with 


Brand of piminodine ethanesulfonate ethanesulfonate 


postoperative analgesia 
and alertness 
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Tax Clinic—Q 4 


TIPS FOR Next Year’s Tax Return 


Joseph Arkin, C.P.A. Q. I am a reservist and incur 


expenses in attending drills and 
meetings. What if anything can I 
deduct on my federal tax return? 


A, The non-reimbursed trans- 
portation cost to and from drills 
and meetings is deductible as a 
business expense. (Revenue Rul- 
ing 56-109, I.R.B. 1955-9, page 
14.) 

In addition you can deduct the 
following: The excess costs in- 
curred for board and lodging over 
the amount received from the 
government while you are on 
temporary duty away from home; 
costs of rank insignia, collar de- 
vices, gold braid, accessories re- 
quired on uniform; payments to 
a company fund which are made 
in accordance with service regu- 
lations; legal fees paid to defend 
yourself against allegations of 


e Address your questions to: Editor, Tax Clinic, Resident 
Physician, 1447 Northern Blvd., Manhasset, New York, 
Personal replies cannot be made, but your question may 
be answered in future issues of RP. 
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when vomiting 
persists in the 
recovery room 


irn 


When vomiting persists unabated in the 
recovery room, prompt institution of 
Tigan therapy will bring the emesis un- 
der control in a great majority of cases. 
Tigan is as effective an antiemetic as the 
most potent phenothiazines, without en- 
tailing any of their risks. Tigan may be 
administered with confidence since it does 
not cause tachycardia, potentiation of 
anesthesia, or significant hypotension. 
Note: There are no known contraindica- 
tions or special precautions to compli- 
cate Tigan therapy. 

Tigan Injectable is supplied in 2-cc am- 
puls and 20-cc vials; Tigan is also avail- 
able in 250-mg and 100-mg capsules and 
200-mg suppositories. 

Consult literature and dosage information, avail- 
able on request, before prescribing. 


TIGAN® Hydrochloride — 4-(2-dimethylaminoethoxy)-N- 
(3,4,5-trimethoxyb 
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misconduct; dues paid to professional societies (but “. 

not to officers’ clubs); legal fees and other expenses to 

secure retirement pensions, increases, or to prove your . 

right to disability pension; auto expenses if required h 

and no government transportation is readily available; 4 

losses which you are required to make good if not due 

to your negligence; premium expense for bond if re- ql 
witl 
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ALBU 
bypas 
waitin 
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cent ¢ 
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quired by government; subscriptions to professional 
journals; travel status and temporary duty expenses 
(other than mileage or per diem subsistence allowances 
which are taxable); and the cost for uniforms if worn 
when attending drills which are done under competent 
orders. 


Q. I have a quantity of U.S. Government Series E 
Bonds which I purchased or received as gifts (birthday, 
wedding, etc.) and which have matured or are about to 
mature. What is best to do with these tax-wise? ALBU 


nutrit 
thosis 
lower 


A. Hurry to the nearest bank and cash them. If 
you continue to hold the bonds you will have to pay 
income taxes on the entire interest increment realized 
over the life of the bonds. A $100 bond which you 
now cash for $103 will cause you to report $28 in 
interest ($103 less cost of $75). Paying the tax now 
when you are in a low tax bracket will be less painful 
than cashing these bonds at a later date when you will 


real 

probably be in a much higher tax bracket. jo 
ALBU 

Q. It is too late to take advantage of the extra po 
depreciation for equipment allowed by the Technical ALBUI 
Amendments Act of 1958? & 


A. No, it is not too late. The act you refer to was 
hailed as an important tax law because it stood to benefit 
so many taxpayers. During the first year in which the 
law applied, professional and businessmen saved an 
estimated quarter billion dollars. Yet, through their 
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hypovolemic shock 
quickly, economically 


without the dangers of blood transfusion 


An estimated 3,000 patients die each year as the result of blood 
transfusion reactions.! When hypovolemic shock is treated with 
ALBUMISOL®, most of the risks inherent in blood transfusion are 
bypassed. With ALBUMISOL, there is— m no danger of hepatitis m= no 
waiting or expense for typing, cross-matching, or grouping. 

Most importantly, ALBUMISOL is the protein responsible for 80 per 
cent of the colloid osmotic pressure of plasma. It therefore fills the 
most urgent need in hypovolemic shock—restoration of pressure. 


ALBUMISOL 25% (salt poor) is also available to help you manage 
nutritional deficiencies and severe fluid retention of advanced cir- 
thosis and nephrosis. Increased production now makes possible new 
lower prices on both products. 


NORMAL SERUM ALBUMIN (HUMAN) 
ready for immediate blood volume replacement 


SUPPLIED : ALBUMISOL 5% in 250-cc. and 500-cc. bottles. 
ALBUMISOL 25% (salt poor) in 20-cc. and 50-cc. bottles. 
1. Hirsh, B. D.: Medicolegal Digest, 1:21, June, 1960. 

Additional information is available to the physician on request. 
ALBUMISOL is a trademark of Merck & Co., INC. 


MERCK SHARP & DOHME 
* S) a Division of Merck & Co., INC. « West Point, Pa. 
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No. 1 in a descriptive series on Abbott specialties 


Control 
| hypertension 
with 
ONE daily dose 


i 
| 
/ 
| « 
M 
n 
d 
te 
W 
ir 
Pp 
re) 
| u 
si 
S: 
a 
2 
: 
: 
’ 
. 


Announcing 


ENDURONYL 


(ENDURON. ‘and HARMONYL) 
Methyclothiazide and Deserpidine, Abbott 


When you are treating hypertension with 
new Enduronyl, keep two major points of 
difference in mind: 

First— Unlike most antihypertensives, 
Endurony]l is administered once daily. Each 
tablet is engineered to give 24 full hours’ 
therapy. This once-daily schedule should 
bring blood pressure substantially down 
within 10 days, and may provide further 
improvements thereafter. 

Second—Endurony] is unique. Its com- 
ponents are not found elsewhere under 
other names. The thiazide component (En- 
duron) yields greater sodium excretion per 
unit of potassium excreted and less potas- 
sium loss than other thiazides. The rau- 
wolfia component (Harmony]l) offers the 
same tranquilizing and antihypertensive 
action as reserpine, but minimal side effects. 

Except in resistant cases, hypertension 
may be controlled with Enduronyl alone. 
In resistant cases, Enduronyl allows the 
physician to reduce his dosage of powerful 
ganglionic or adrenergic blocking agents— 
thus reducing their likelihood 
of side effects. Would you like 
to have the literature? Write J assorr 
Abbott at North Chicago, Ill. 
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failure to take advantage of this law, hundreds of 
physicians are losing many thousands of dollars. 
Essentially, the law provides that if you acquire 
equipment for use in your practice which has a useful 
life of six years, you can take a deduction amounting to 
20 percent of the cost of the equipment. This is strictly 
a one-time, special depreciation allowance and must be 
taken in the year the equipment is purchased (a gift or 
inheritance is not eligible). 

Remember, this depreciation allowance (20 percent 
of the cost of the new equipment purchase) is in addition 
to the regular depreciation deduction which is currently 
permitted. 


Treasury Decision 6335, as published in the Federal 
Register, November 19, 1958, details the method of 
making the election to take advantage of this new 
provision. 


Q. In a past issue you wrote about mutual fund 
investment shares and stated that there were tax advan- 
tages in the ownership of these shares. Can you be 
more explicit and enumerate some of the advantages? 


A, To begin with, mutual funds avoid paying corpo- 
rate taxes by complying with the provisions of the 
Regulated Investment Company Acts. (They distribute 
their income to their shareholders annually.) Although 
the principal investments of mutual funds are in com- 
mon and preferred stocks, they also invest in govern- 
ment bonds, railroad bonds, and other bonds which 
earn interest. Yet, this interest, when passed on to the 
shareholders becomes dividend income, and the share- 
holder can exclude from his taxable income up to $50 
(or $100 if jointly held with wife or another taxpayer) 
of such dividends received, in accordance with Federal 
income tax laws. Also, on the balance of such divi- 
dends, a credit equal to 4% may be deducted before 
computing your tax. To illustrate, if you receive $300 
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from a mutual fund you can eliminate $50 if singly 
owned or $100 if jointly owned. Thereafter, on the 
balance, there is a tax credit of 4%. (For the jointly 
held shares, $8) now for someone in the 20% tax 
bracket, instead of having a tax of $60, there is a net 
tax of $32. 

Another factor to be considered is that whenever 
the fund sells shares, the profits are taxable to the 
investor at the lower, long-term capital gains rate, 
regardless of how long he held the shares. Thus, for 
the ordinary investor, a capital gain is realized when 
selling mutual fund shares, or when receiving mutual 
fund distributions arising out of the sale by the mutual 
fund of shares at a profit. 


Q. What are the tax advantages of Canadian mutual 
fund shares? 


A. A Canadian mutual fund can elect to be taxed 
as a non-resident owned Canadian corporation and pay 
15% tax on investment income, or as a Canadian com- 
pany paying a 50% tax (except on dividends). Where 
the Canadian fund has a reinvestment policy calling 
for income retention coupled with complete or partial 
avoidance of tax dilution on all earnings, it allows for 
a build-up in value, giving the American investor cap- 
ital appreciation. Where current income is foregone, 
the American investor can sell later and pay the more 
favorable capital gains tax on the capital increment. 
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The extensive bibliography* on Dulcolax, amounting 
to almost 100 clinical reports, strongly affirms its 
clinical advantages. 


Induces Natural Evacuation 

The action of Dulcolax is based on simple reflex pro- 
duction of large bowel peristalsis on contact with the 
colonic mucosa. As a result, stools are usually soft 
and well formed and purgation is avoided. 


Predictable Action 

With Dulcolax tablets action is almost invariably ob- 
tained overnight...with suppositories action occurs 
within the hour. 


Wide Application 

Dulcolax is as well adapted to preparation for radlo- 
graphic and operative procedures as it is to the treat- 
ment of constipation. 


*Detailed literature, including complete bibliography, 
available on request. 


Dulcolax®, brand of bisacodyl: Tablets of 5 mg. and 
suppositories of 10 mg. Under license from C. H. 
Boehringer Sohn, Ingelheim. 
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y doctor recommends Massengill Powder! 


Patients like Massengill Powder. Its clean, refreshing fragrance 
and convenience are acceptable to the most fastidious. 


Massengill Powder offers other sound advantages. Massengill 
Powder is buffered to maintain a pH of 3 to 4.5 for 4 to 6 hours 
in ambulant patients . . . 24 hours in recumbent patients. Vinegar 
douches are quickly neutralized. 


Massengill Powder has a low surface tension (50 dynes/cm.; 
vinegar is 72 dynes/cm.). This lower surface tension means more 
effective penetration and cleansing of the folds of the vaginal 
mucosa. 


Massengill Powder is a valuable adjunct in treatment of vaginal 
infections. Its low pH inhibits proliferation of fungal, proto- 
zoan and bacterial pathogens but is favorable to the beneficial 
Déderlein bacilli. 


Patient cooperation is assured when Massengill Powder is 
recommended. Write for samples and literature. 


Formula: Ammonium Alum, Boric Acid, Phenol, Eucalyp- 
tol, Berberine Salt, Menthol Isomers, Thymol and Methyl 
Salicylate. 


ENGILL POWDER 


THE s. E. Miassencitt COMPANY 
Bristol, Tennessee « New York ¢ Kansas City « San Francisco 
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the theme of the 1961 Annual 
Meeting of the American Medical 
Association, held during the final 
week of June in New York City’s 
| giant Coliseum, located at the 
southwest corner of Central Park. 
The five-day convention attracted 
a record number of physicians 
and their families who viewed 
| special films, hundreds of tech- 
nical and industrial exhibits, 
| attended lectures, symposiums, 
} panel discussions, and watched 


: “Teamwork in Medicine” was 


|i special closed-circuit television 
presentations. The “teamwork” 
between physicians, researchers 
and allied medical science 

\| personnel was evident in the 
varied and interesting programs 
and excellent exhibits, both 
scientific and commercial. 


Although resident and intern 
attendance was not up to 
expectations, possibly due to the 
timing of the convention with 
the end of the hospital training 
year, a Resident Physician staff 
photographer captured some of 
the flavor and excitement of the 
meeting in a series of pictures 
beginning on this page. A 
special series of photos of the 
physical examinations for doctors 
at the Convention is carried 
in another section of this issue 
of Resident Physician. 
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tested ... 


. watched 


. munched... 


and rested! 
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The Academic Saga of Joe 


The conversation and characters 


are fictitious, but... 


Alvan G. Foraker, M.D. 


HIRING HALL 


D r. Joe Tyro, chief resident in 
Omphalology, Metrocolossal Uni- 
versity Hospital, droned the final 
words of his paper, “The Effect 
of Beta-Amino-7-Mercaptanase 
on Umbilical Development in the 
Latinonian Axolotl.” Members 
of the American Omphalological 
Association, in session at the 
Hotel Shellback, shuffled to their 
feet, grateful for the afternoon 
coffee break. Dr. Albert Climber, 
newly appointed chairman of 
Omphalology at Bucolic Uni- 
versity, approached young Tyro. 
CLIMBER: “Dr. Tyro, I enjoyed 
your paper. Are you planning to 
continue this work?” 

Tyro: “I'd like to, Dr. Climber, 
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but it depends on what I’m doing 
next year. I’m finishing my resi 
dency, and my plans are a bit 
uncertain.” 

CLIMBER: “Truthfully, 
what I wanted to speak to you 
about. As you know, Bucolic 
University is in gestation stages 
of its medical school. I’m now 
forming the department there. I 
wanted to see if we had any mu- 
tual interests to discuss.” 

Tyro: “Thank you very much, 
Dr. Climber. I’m interested. I do 
have several possibilities. Dr. 
Dealer wants me to stay on in 
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; dermatitis 
SOLUTION -in moniial 
Exceptional fungicidal activity due to unique molecular structure 
high cure rate—both cutture-proved 
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the department at Metrocolossal. 
That has considerable appeal, but 
the economic opportunity is not 
great, and our third child is on 
the way.” 

CLIMBER: “What else do you 
have in mind?” 

Tyro: “I may just go back to 
Gladesdale and practice clinical 
omphalology with my father. He 
has a big practice and is anxious 
for me to come and help him.” 
CLIMBER: “Dr. Dealer spoke 
very favorably about you when I 
was asking for possible candi- 
dates for our new department. 
Sometimes a young man’s best 
opportunity lies in getting away 
from the big centers, out into new 
places where the competition is 
not so keen. 

Tyro: “That may be true, but 
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I’ve noticed you can get into 
some little backwater, out of the 
notice of the big men in omphal- 
ology and get stuck there. As you 
know, Dr. Dealer, my present 
chief, has a good reputation for 
placing his bright young men as 
chairmen of departments. If I’m 
going to make a try for an aca- 
demic career, maybe I’d better 
stay right under the spout, where 


- the good pickings are.” 


CLIMBER: “Well, you'll have to 
make a personal decision on that 
point. I really think you can get 
a better rounded post-residency 
experience in a small department 
like ours. We can give someone 
like yourself one-third time in 
undergraduate teaching, one- 
third for clinical omphalology, 
and one-third for research.” 
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PERIPHERAL 


CHLOROTHIAZIDE 


more often than any other diuretic 


“This study concerned 56 patients with 
localized swelling in an upper or lower ex- 
tremity occurring after thrombophlebi- 
tis, ulcer of the leg,...trauma, or fracture.”’ 
“Conventional treatment appropriate for 
the specific condition was supplemented 
with diuretics and dietary salt limitation. 
Chlorothiazide (Diuril) in doses of 1 to 2 
Gm. a day was used in all cases..." “All 
patients showed measurable decrease in 
their edema, and the response was good 


or excellent in all but six.” 
Bedell, W.C.: J.A.M.A. 173:1811, August 20, 1960. 


Supplied: 250-mg. and 500-mg. scored tablets DIURIL 
chiorothiazide in bottles of 100 and 1000. 


Additional information is available to the physician on- 
request. DIURIL is a trademark of Merck & Co., INc. 


A MERCK SHARP & DOHME 
Mi -) Division of Merck & Co., INC. West Point, Pa. 
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Tyro: “That’s just what I’d like. 
However, I notice that usually 
that one-third research time seems 
to come available only at nights 
and on weekends. What’s the 
financial setup at Bucolic Uni- 
versity?” 

CLIMBER: “To be honest, the 
starting salaries are pretty small. 
Bucolic is a state university and 
the legislators have some pica- 
yunish ideas about faculty in- 
comes. However, we are starting 
a private diagnostic center in con- 
nection with the university. We 
should get quite a few referrals 
from the surrounding territory. 
The patients’ fees will be used to 
augment salaries.” 

Tyro: “I see. But won’t this be 
likely to cause some reaction 
among practicing doctors?” 
CLIMBER: “No doubt, but with 
the prestige of the university be- 
hind us, we'll do OK.” 

Tyro: “How about research 
funds? I’m working on Dr. Deal: 


UT. “The author served 514 years with the U.S. 

Health Service, Coast Guard and Navy. He is the 
author of about 100 published scientific articles, 
principally histochemical studies of humor tumors. 
He also authored 20 published essays and satires 
on various aspects of medical education, service 
and research, based on a varied academic experi- 
ence with ten different medical schools (Pittsburgh, 
N.Y.U., Harvard, Tufts, Boston U., 


Cornell, 


CLIMBER: “Research funds are 
one thing we don’t worry about. 
We have several big institutional 
grants lined up, some training 
grants on the fire, and committed 
project funds to spread around. 
Research money is the least of 
our problems.” 

Tyro: “How much clinical ma- 
terial do you have?” 

CLIMBER: “We will have to build 
our service considerably. Our 
clinical material is rather scant 
just now, but this gives more 
time for organization to get our 
research programs started.” 
Tyro: “Dr. Climber, I certainly 
appreciate the opportunity of dis- 
cussing a possible appointment in 
your new department. I’d like to 
think this over, talk to my wife 
and get in touch with you in a 
week or so.” 

CLIMBER: “You do that, Dr. 
Tyro, and if you decide you 
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might be interested, perhaps we 
can arrange for you and your 
wife to come down to Bucolic at 


our expense to look things over. 


Now, if you'll excuse me, I see 
young Kiwi, from the Cheyne- 
Ganke Institute, over there. I 
may want to discuss his coming 


down to head up our research 
program in omphalology.” 
Tyro: “Thank you, Dr. Climber. 
You'll hear from me either way. 
I'd better go over and speak to 
Dr. Bigwig. I hear he’s thinking 
of adding another man to his 
clinic.” 


Two weeks later... 


Non-Collective 
Bargaining 


D.. Joe Tyro sat in the office 
of Dr. Albert Climber, chairman 
of the department of Omphalol- 
ogy, Bucolic University. Tyro, 
chief resident in Omphalology at 
Metrocolossal University Medical 
Center, had just completed a 
three-day visit. 

CLIMBER: “Joe, you have had 
three days to look us over. You 
have seen the department, the 
school, the hospital and the uni- 
versity. You have had interviews 
with the chairmen of other major 
departments. I think you have a 
good idea of our setup now. What 
is your reaction?” 

Tyro: “Dr. Climber, I’m really 
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impressed. Your medical school 
is just getting started, and I can 
see you have a long way to go. 
However, it looks to me as 
though the future could be pretty 
bright here.” 

CLIMBER: “We think so. Now, 
the main point we need to settle 
today: would you like to be a 
part of that future, and do you 
think you can fit into our pic- 
ture?” 

Tyro: “I’m not entirely sure. I 
see many good features here, but 
there are other things that con- 
cern me. I’m not entirely sure 
this is my cup of tea.” 
CLIMBER: “To open the ball, let 


149 


nt 

re 

al 

1g 

d. 

of 

ld 

ur 

nt 

re 

ur 

ly 

s- ‘ 

in 

to 

fe 

a 

yu 

in |_| 4 


me say that all of the department 
chairmen have been very favor- 
ably impressed with you and your 
background, as I have been my- 
self. I am prepared to negotiate 
with you for an instructorship if 


the things that concern you here.” 
Tyro: “I will be pleased to dis- 


said much about money, but I 
get the impression that salaries 
are fairly small.” 

CLIMBER: “We feel that they are 
adequate. Then of course we 
have our augmentation plan from 
patients’ fees from the university 
private diagnostic clinic.” 

Tyro: “Could we discuss this 
more specifically?” 

CLIMBER: “Yes. I am prepared to 
offer you an instructorship in my 
department, if the rest of our 
negotiations turn out to our mu- 
tual satisfaction. This would 
carry an initial salary of $7,500 
with probable annual raises of 
$500 for the first three years.” 
Tyro: “Dr. Climber, that’s on 
the small side. I have a pregnant 
wife, two children and a consid- 
erable debt from my educational 
expenses so far. I’ve got to start 
paying it off. Actually, that’s not 
much better than I’m doing now. 
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we can reach certain agreements *{ 
now. But first, tell me more about ‘ 


cuss this possible appointment. : 
Of course a major point is eco- 4 
nomic opportunity. No one has ~ 


Between my resident’s salary and 


research fellowship stipend, I get 
over $6,000. How does the aug- 
mentation plan work?” 
CLIMBER: “That’s not entirely 
settled yet. We have just estab- 
lished the private diagnostic 
clinic, and are expecting a con- 
siderable number of referrals. 
The Dean has appointed a com- 
mittee to work out the financial 
details. Let me say you will get 
a fair share, according to your 
productivity.” 

Tyro: “Does that mean a per- 
centage of the fees from patients 
I see myself?” 

CLIMBER: “Not necessarily. The 
man who sees the most patients 
is not always the man who is do- 
ing the most for the university. 
We will probably put the fees 
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into a pool and issue them on a 
shares basis to all medical school 
faculty members.” 

Tyro: “Including the Ph.Ds who 
don’t practice medicine?” 
CLIMBER: “That’s not entirely 
settled yet. However, your total 
income will be well above that 
for instructors in the college and 
other university divisions.” 
Tyro: “Yes, but I have invested 
alot more time and money in my 
education. Also, to be frank, my 
economic potential elsewhere is 
mereater than the usual college 
teacher’s. My father wants me to 
come back to Gladesdale and 
join him in his practice. He’s 
doing GP with special emphasis 


on omphalology and thinks I 
could build up that side of the 
practice. Of course that’s not 


very intellectually stimulating. 
Then, Dr. Bigwig wants me to 
see him about becoming the fifth 
member of his omphalological 
group. But, honestly, I’d prefer 
to give the academic career a try, 
if a suitable opportunity is avail- 
able.” 

CLIMBER: “I think this is a very 
suitable opportunity for a young 
man in your position. Let me 
assure you that if you do well 
here, I will stand behind you and 
push your career. However, there 
are some other points to clarify. 
Do you think you and your wife 
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will like the general situation 
here?” 
Tyro: “It seems all right, al- 


. though I wish the public schools 


were better.” 

CLIMBER: “So do I. Now for 
specific assignments. I would ex- 
pect you to work in teaching, 
service and research. In under- 
graduate teaching, next year I 
want to assign you two topics for 
lectures and laboratory — umbi- 
lical embryology, then later, 
tumors.” 

Tyro: “That’s fine. I like both 
of those.” 

CLIMBER: “In patient service, I 
would expect you to take over 
the outpatient clinic, to be on 
ward rounds and inpatient serv- 
ice every third month. You will 
review all patients with me, and 
I must approve major surgery in 
advance.” 

Tyro: “That’s a little tight. I’ve 
had full surgical training in om- 
phalology.” 

CLIMBER: “Well, it has to be that 
way. I am working up some clin- 
ical case material. All patients in 
certain fields must have assigned 
treatment. For example, I want 
to treat half the omphaloma cases 
with cobalt therapy, and the other 
half with Lowenzollern’s radical 
omphalectomy, then make a com- 
parison in about five years. Will 
you agree to this plan?” 
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and such things..." 


Tyro: “Yes, since you put it 
that way.” 

CLIMBER: “I would expect you 
to take a full share in house 
officer teaching, to assist in build- 
ing our resident service. Further, 
you would have a full share of 
interdepartmental conferences.” 
Tyro: Yes, sir.” 

CLIMBER: “Now for research. I 
am organizing a general depart- 
mental program of research. I 
feel there is a need for better 
group investigation in omphalol- 
ogy. I have a grant from the 
American Omphalological So- 
ciety for a study of the patho- 
genesis of omphalitis. We have a 
basic science program planned, 
with young George Kiwi coming 
from the Cheyne-Ganke Institute 
to head it. However, we also 
need to begin a series of clinical 
trials on omphalitis cases, and I 
would expect you to take respon- 
sibility for this area.” 

Tyro: “That’s OK, Dr. Climber, 
I'd enjoy that, but how about my 
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-...» you have fo look at 

the non-monetary benefits... 
... the university atmosphere, 
research opportunity, 


own research? You know I have 
been studying the effect of amino- 
mercaptanases on umbilical de- 
velopment in the axolotl. I'd like 
to continue and to expand that 
work.” 

CLIMBER: “Fine, I hoped you'd 
say that. We will assign you a 
laboratory and some help. At first 
we will support your studies from 
our institutional grant, then I will 
help you to apply for your own 
project grant for broader sup- 
port.” 

Tyro: “But will I have time for 
my own research?” 

CLIMBER: “Yes. Of course no 
physician can ever have a 40- 
hour week. Our department will 
be no exception. You will find 
this a hard working group.” 
Tyro: “That suits me fine. But 
can’t you find a little more money 
for me? That’s the sticking point 
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right now. That salary is just too 
small!” 


CLIMBER: “I’m sorry, but that’s 


all the university scale and my. 


departmental budget will stand. 
You have to look at the non- 
monetary benefits, the university 
atmosphere, research opportuni- 
ty, and such things.” 

Tyro: “Yes, I realize that, but 
my wife and kids can’t eat the 
university atmosphere. However, 
the rest of the deal is very attrac- 
WO... 

CLIMBER: “. . . Can we make a 
tentative agreement, then?” 
Tyro: “Yes. Of course, I’d like 
to discuss some aspects of this 
with my wife, and with my pres- 
ent chief, Dr. Dealer, but I would 
probably accept an appointment.” 
CLIMBER: “Good! I have to clear 
this through the Executive Coun- 
cil and the Dean, but that’s just 
a formality. I'll go through this 


About three years later .. . 


procedure, then write you a for- 
mal letter offering you the ap- 
pointment as we have just dis- 
cussed it. You should receive this 
letter in about ten days.” 

Tyro: “Thank you, Dr. Climber, 
I will probably accept the ap- 
pointment, and I appreciate the 
opportunity of joining your de- 
partment. One last thing, how 
does promotion work?” 
CLIMBER: “If all goes well you 
should make assistant professor 
in about four years.” 

Tyro: “Good enough. I had 
better hurry out to the airport 
now to catch the plane for Met- 
rocolossal City.” 

CLIMBER: “Goodbye, Joe, and 
we will look forward to having 
you with us in September. If you 
need any help in locating a house, 
or if you want an advance on 
your salary to pay moving ex- 
penses, just let me know.” 


The Kiss Off 


D,. Joe Tyro, instructor in 
Omphalology at Bucolic Uni- 
versity, was in conference with 
Dr. Albert Climber, chairman of 
the department. 
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Tyro: “Dr. Climber, I’m now 
approaching the end of my third 
year in your department. It seems 
to me that the time has come to 
discuss my immediate future, and 
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the more long range aspects of 
my academic career.” 

CLIMBER: “That’s fine, Joe, I 
have been thinking the same 
thing, really. Why don’t you lead 
off?” 

Tyro: “Let me say first that over- 
all I have enjoyed working here. 
My experience is in positive bal- 
ance. In general, I feel that I 
have had considerable intellec- 
tual maturation. As far as patient 
service goes, I’m a better clinical 
omphalologist than when I came 
here three years ago after resi- 
dency. My training at Metroco- 
lossal Medical Center was pretty 
theoretical. Working in the out- 
patient department here, teach- 
ing the residents on ward cases, 
cooperating with you on major 
surgical problems, have all given 
me sort of a ‘post-residency’ 
training. Dr. Climber, would you 
like to break this discussion down 
to pros and cons on each sub- 
ject?” 

CLIMBER: “Please do.” 

Tyro: “Well, I feel that I’m 
reaching the point of diminishing 
returns in clinical omphalology 
here. I need to do more major 
surgery myself. I am a_ well- 
trained, Board-qualified omphalo- 
logist. I would like to be able to 
arrive at independent judgment 
on serious cases and treat them 
myself without having to refer 
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every problem to you for deci- 
sion. Of course I would welcome 
your consultation on critical 
cases, and I’m always happy to 
have your advice.” 

CLIMBER: “Joe, I think you are 
suffering from growing pains, a 
perfectly natural thing. I agree, 
you are a pretty good clinical 
omphalologist. But you must rea- 
lize that in a department like 
ours, we have to follow a unified 
concept in treatment. Our resi- 
dents and interns must learn one 
standard way of doing things well 
for their training, and not be sub- 
jected to a hash of ideas before 
they have a sound basis of knowl- 
edge. Then, as you know, we 
have some clinical investigations 
going. All patients with certain 
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conditions must be treated ac- 
cording to pre-arranged patterns, 
if we are ever going to accumu- 
late statistically significant series. . 
You know that’s why I said every 
other case of omphaloma had to 
be treated with cobalt therapy, 
and the intervening cases with 
Lowenzollern’s radical omphalec- 
tomy, done by me only. You just 
can’t have clinical independence 
in a full-time university depart- 
ment. What’s the next problem?” 
Tyro: “Undergraduate teaching. 
It’s fine. I enjoy every minute of 
it, but it’s taking too great a 
proportion of my time.” 
CLIMBER: “Time is certa:nly the 
great problem. We must remem- 
ber we are here basically to op- 
erate a medical school, to teach 
medical students to become doc- 
tors. Everything else is second- 
ary, when the chips are down.” 
Tyro: “I guess you're right.” 
CLIMBER: “I can’t really control 
the time factor. We now have all 
the staff the budget will stand. 
How do you feel about your re- 
search accomplishment?” 

Tyro: “A little schizoid. I have 
enjoyed working on your group 
project on omphalitis, and appre- 
ciate having my name on your 
papers. We have not accom- 
plished as much in that area as 
I would have liked, though.” 
CLIMBER: “No one ever accom- 
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plishes as much research as one 
would desire.” 

Tyro: “The real problem is that 
I don’t seem to have enough time 
and technical assistance to carry 
on my own research project. You 
will remember that when I came 
here I stipulated that I wanted to 
carry on the project that I began 
as a resident at Metrocolossal, 
on the affect of amino-mercap- 
tanases on umbilical develop- 
ment in the axolotl. I have tried 
hard, but limited time and facili- 
ties just keep me stymied.” 
CLIMBER: “Well, there could be 
another viewpoint on that. Frank- 
ly, I think you are working up a 
blind alley. I hoped you would 
realize this, and voluntarily drop 
your project for more effort on 
our group research. However, I 
will never insist on this as long 
as you can be productive on your 
own.” 

Tyro: “There are two big items 
to discuss yet—my future in aca- 
demic medicine and money.” 
CLIMBER: “I knew money would 
come up sooner or later. Let’s 
get that out of the way. OK?” 
Tyro: “OK! I need more. When 
I came here, you said an augmen- 
tation fund from private patients 
would help out. OK, I’m seeing 
a fair number of patients in the 
university private diagnostic 
clinic. But not much money 
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seems to be coming my way. I 
figure that the patients I saw last 
year paid in about $10,000, but 
my share of the fund was $758. 
How come?” 

CLIMBER: “You already know 
the answer. The university 
charges a good percentage for 
overhead and other expenses. 
Then the fund is divided among 
all medical school faculty mem- 
bers, not just those who see 
patients.” 

Tyro: “Do you think that’s fair 
or ethical?” 

CLIMBER: “That can be argued 
several ways. I’m not going to get 
into a hassle over it just now. 
That’s the way the central admin- 
istration of the university set the 
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deal up. We just have to accept 
it.” 

Tyro: “Well, anyway, I have a 
pregnant wife, four children, and 
a Jot of installments and debts 
hanging over me. We are not 
really starving and I guess I can 
stand it if I have to, provided my 
future looks good. That is the 
big question. When will I make 
assistant professor and what hope 
is there for me in the academic 
world, either here or elsewhere.” 
CLIMBER: “Let’s settle the first 
matter. I think you are about two 
years away from assistant profes- 
sor. To be frank with you, your 
progress the last three years 
hasn’t lived up to my expecta- 
tions. Your teaching is getting 
slack. You are straining too much 
over this idea of clinical and re- 
search independence. You need 
to be more of a team man here, 
as you would elsewhere in aca- 
demic medicine. Your work on 
our. group research is getting more 
mediocre, yet you are really not 
producing much on your own 
project. Basically, I still think 
you are a good man and can have 
a good career. Yet you'll have 
to be more productive and co- 
operative to make the grade, here 
or elsewhere.” 

Tyro: That’s about what | 


thought you’d say. It seems to me 
that the time has come for me 
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to move on. I still have friendly 
feelings toward the university and 
about my work with you but 
another year or two like the past 
three and I'd get stale on the job.” 
CLIMBER: “That has to be your 
decision, Joe. I will be glad to 
have you stay, but I want you to 
think over the things I just said.” 
Tyro: “Last year Dr. Dealer 
offered me a research job back in 
his department at Metrocolossal, 
but I haven’t heard from him in 
some months.” 

CLIMBER: “You may not. He has 
a lot of applicants. He asked me 
how you were doing a few months 
ago. You know the academic 
world is sort of a closed circuit. 
You have to do fairly well in 
place ‘A’ to get a better offer 
from place ‘B’.” 

Tyro: “Dr. Bigwig in Vapid City 
was interested in my joining his 
group. Maybe I will contact 
him.” 

CLIMBER: “That’s OK, but don’t 


forget the Bigwig Clinic has a big . 


professional turnover. It doesn’t 
seem to be a very happy ship. 
Also, Bigwig does not give his 
junior associates much profes- 
sional independence. You might 
make more money there, but 
you'd still have to treat the pa- 
tients Bigwig’s way.” 

Tyro: “I guess you're right. 
Thinking everything over, I guess 
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the best thing is for me to :o 
back home to Gladesdale and 20 
into practice with my father. He’s 
very anxious to cut down his own 
work now and I could build up a 
pretty good practice in a few 
years.” 

CLIMBER: “Joe, you may be 
right. I think you’re a nice fellow, 
and I appreciate what you've 
done here. Still, considering 
everything, especially your chaf- 
ing at our team structure, I think 
you’re basically cut out for pri- 
vate practice. Don’t make any 
sudden decisions though. Think 
it over, and let’s discuss this 
again next week.” 

Tyro: “Thank you, Dr. Climber, 
and whatever my decision, let me 
say I appreciate all you’ve done 
for me.” 


me say 
| appreciate 
all you've 


done for me...” 


The End 
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VISIT TOPIK 


Pikeville Memorial Hospital 


Pikeville Memorial Hospital, 
Pikeville, Kentucky, a 50-bed 
general hospital, was officially 
opened in December 1955. It is 
the smallest of the Miners Mem- 
orial Hospital Association’s chain 
of 10 hospitals, totalling 1000 
beds, which are dedicated to 
“the memory of those men who 
died without hospitals, and with- 
out adequate medical attention 
in the hills and hamlets” of the 
Appalachian Mountain coal min- 
ing area of West Virginia, Ken- 
tucky and Virginia. 

Memorial was built with a 
portion of the $32 million pro- 
vided by the United Mine Work- 
ers of America Welfare & Retire- 


ment Fund (a union and mine- 
owner directed charitable trust), 
which administers the welfare 
funds produced by a royalty per 
ton of coal mined in accordance 
with the bituminous coal wage 
agreement. 

Established primarily to care 
for coal miners and their fam- 
ilies, Memorial is open to other 
persons as well. Its staff has a 
full-time nucleus but in- 
cludes local part-time physicians; 
staff membership is open to any 
capable and ethical physician. 
Current patient statistics show 
annual discharges of approx- 
imately 2500. By service these 
included: 
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Medical 
Surgical 
(114 Orthopedics) 

Pediatric 

Obstetric 

Newborns 

Other 

Clinic visits 

Patients seen for 

first time 3,329 

Total individuals 13,608 

The full-time medical staff con- 
sists of a chief of clinical serv- 
ices, internists (2), surgeons (2), 
pediatrician, obstetrician-gyne- 
cologist, general physicians (6), 
and a radiologist (shared with 
McDowell). The local active staff 
of 8 is composed of 3 surgeons, 
2 internists or generalists, a 
pathologist, ophthalmologist, and 
a urologist. There is a_ local 
courtesy staff of 4, and a con- 
sulting staff of 10. 


342 
612 


217 
542 
441 


32,922 
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Sarah H. Knutti, M.D. 


A second trip to a remark- 
able hospital brings you this 
interesting picture of a min- 


ers’ hospital in Kentucky. 


\A 

va cross the bridge, turn raht 
to th’ fuhst holler ‘n’ yuh cain’t 
rahtly miss it!” This from a tow- 
headed, barefooted eight-year-old 
Kentucky lad, was my first introduc- 
tion to Miners Hospital in Pikeville, 
in the summer of 1956. I followed 
directions to the “fuhst holler”’—a 
narrow, deep cut into the hills—and 
came upon my first view of the 
Pikeville Memorial Hospital. It lay 
at the end of the hollow, its modern 
panel and brick construction stand- 
ing out against the green hills in 
the summer sun. 

At that time, I was visiting a new 
hospital, one barely through its 
shake-down cruise—a 50-bed hos- 


Dr. Knutti is Associate Clinical Director, 
Miners Memorial Hospital Association. 
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pital and smallest of the Miners 
Memorial chain of ten—to enter 
it officially in the listing of the 
American Hospital Association 
and to review with it its plans for 
accreditation, for which it would 
become eligible when it was one 
year old. Its physical plant was 
impressive, its staff friendly with 
a contagious enthusiasm for their 
plans. 


1961 


Now, in 1961, I was returning, 
this time to spend a few days get- 
ting reacquainted and to see first 
hand how Pikeville thinks and 
works, and how it carries out its 
job of medical care for its bene- 
ficiaries and for the other mem- 
bers of the community it serves. 
I was somewhat apprehensive 
about how I would be received 
and whether my presence would 
alter the normal functioning of 
the hospital. Would people tell 
me what they really wanted or 
would they “clam-up?” Would 
patients resent my presence? I 
pulled into the motel, weary from 
the long drive in the rain from 
Knoxville, enjoyed a good steak, 
and turned in. 


Community relations 


Next morning it was still driz- 
zling. A five-minute drive took 
me to the hospital where I had 


breakfast in the cafeteria wih 
Dr. A. H. Robinson, Pikeville’s 
Chief of Clinical Services (full- 
time chief of staff), its Admin- 
istrator, Mr. H. W. Layer, and 
some of the staff. The cafeteria 
is also a popular eating place 
for ambulatory patients, patients’ 
visitors and relatives. All Miners 
hospital cafeterias may be used 
by patients’ relatives, and the 
good food, friendly service, and 
the opportunity to observe staff 
in their native habitat appear to 
have been an important factor in 
community relations. 

After breakfast we went to 
staff meeting in the doctors 
lounge, attended by the five gen- 
eral physicians, an internist, sur- 
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eral physician, seeing and follow- 
ing his own patients under super- 
vision of chiefs of service, 
supervision which varies with the 
previous training and experience 
of the individual general physi- 
cian and changes as he grows 
professionally. 

Of the general physicians at 
Pikeville, two look toward resi- 
dency training in orthopedic sur- 
gery, one (also an ordained min- 
ister) wants to do missionary 
medicine in Pakistan. 

Of the other two, one has been 
at Pikeville 20 months. He wants 
to go into general practice, and 
at Pikeville he has had four 
months on pediatrics, eight on 
internal medicine. He is now on 
obstetrics and the newborn nurs- 
ery. The senior staff think he is 
doing a superior job, and he now 
admits on his own. He says he 
likes the diagnostic end of sur- 
gery but is “not interested in fol- 
lowing a gall bladder to the op- 
crating room.” He will probably 
stay another year, perhaps doing 
more pediatrics. In the mean- 
time, he feels he is getting good 
solid experience and training in 
obstetrics. 

“I’m less busy than I would 
be on my own and I can find out 
as much as I want to about my 
atients, yet I saw 3550 patients 
last year. I don’t have the finan- 
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cial worries of starting practice 
yet, either.” 


Child psychiatry 


The second man, who joined 
the Pikeville staff this winter, 
leaves for residency training in 
psychiatry in July, under a state 
grant-in-aid. When he finishes he 
plans to practice, probably pri- 
vately. He is most interested now 
in child psychiatry and thinks his 
pediatric assignment at Pikeville 
will help. 

“The most appealing thing 
about my service here,” he said, 
“is being able to practice as good 
medicine as I’m capable of. I 
have the time, and the benefit of 
consultation with men more ca- 
pable than I. I see a goodly num- 
ber of patients; yet on my time 
off there is adequate time for un- 
interrupted relaxation and study. 
I admit my own patients. Also, 
we see acute pediatrics here, not 
just the minor problems of sub- 
urbia.” 

He added that he has referred 
a number of behavior problems 
to the visiting psychiatric team 
which comes to the hospital twice 
monthly. Some of these he has 
followed and treated himself un- 
der supervision of a member of 
the team. 

All but two came from differ- 
ent medical schools: Boston Uni- 
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versity, University of Georgia and 
Tulane. Two are from Tennes- 
see, but from different classes. 
Their backgrounds also vary. 
Three, including the two who 
want to take orthopedic training, 
came to MMHA after internship. 
One had three years Navy serv- 
ice after internship, and one, the 
future missionary, had a one year 
residency in internal medicine. 

They appear reasonably typical 
of most MMHA general physi- 
cians. They are men and women 
who for financial reasons cannot 
go directly on with residency 
training or practice plans, or who 
are not yet ready to because they 
want more practical experience, 
or are not yet sure exactly what 
they want their medical careers 
to be. Fulltime general physi- 
cian practice gives them training 
in a specialty. The doctor who is 
Pakistan bound, is getting prac- 
tical experience in surgery with a 
staff member who was formerly a 
surgeon with the U.S. Public 
Health Service. In addition, he is 
receiving a rounded experience in 
the emergency and ambulatory 
clinic with a chance to follow 
cases of various kinds in which 
he is interested. 

Laboratory, x-ray facilities and 
the library are “unusually good,” 
and the smallness of the hospital 
and its staff provide an oppor- 
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tunity for informality and ada 
ability. 

“T’ve had the chance to follow 
through with the _ interesting 
orthopedic cases I’ve seen, even 
though I’m primarily on medi- 
cine,” said one doctor. Another, 
at Pikeville only a short time, 
said, “I’ve gotten to do several 
appendectomies. I’m getting good 
fracture experience. In how many 
hospitals could I already be first 
assistant on some cases? I'd be 
dangling on the end of a retractor 
most places.” 


Training 


We talked about the training 
of a general physician (“It is 
good to have had some residency 
training but not essential”), and 
whether he should be replaced by 
internists acting as family phy- 
sicians. “We like it the way it is; 
some turnover is good. It isn't 
a long-term job for most of us, 
but it’s a good one; two or three 
years’ experience, and we can 
give continuity of care, too. Our 
patients come back to us. And 
the way We work it, they can 
change doctors, too. Occasionally 
they do.” 

Should general physicians be 
the family physician, with spe- 
cialists serving as consultants. 
leaving management to the gen- 
eral physician. “We don’t think 
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it works as well where the spe- 
cialist is only a consultant. Often 
he should take the case. It’s better 


the way we do it, with the spe-_ 


cialist taking regular cases in the 
clinic, too.” 

In the ambulatory clinic across 
the lobby, I had an opportunity 
to see a little of how this worked. 
Dr. Proudfoot, chief of surgery, 
was seeing a patient of about 
forty, who had recently been 
struck by a run-away piece of 
equipment in a mine accident, re- 
sulting in a massive hematoma of 
his right anterior thigh. He could 
now use the leg quite well, but 
needed continued exercises and 
help to overcome his timidity in 
using it more. And he needed a 
job. One eye was gone and while 
the other often tested out “20/ 
20” it has a sizeable floating 
opacity in the vitreous which fre- 
quently obscured his vision. This 
may well have been a factor in 
his last injury. At any rate, the 
only trade he knows is mining. 
“There isn’t much else to turn to 
when you can’t mine.” This cre- 
ated a problem for the doctor, 
too. Dr. Proudfoot outlined a pro- 
gram for the next few weeks and 
told the patient that he also 
wanted one or two others of the 
staff to see him when he came 
back. 

The next patient was a lady 
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who had fallen at home and 
crushed her tibia at the knee. She 
had a little inner shortening and 
some instability, but with friendly 
urging walked across the room, 
limping, but moving well. She 
had some headaches and stomach 
pains too, for which Dr. Proud- 
foot prescribed some medication. 


Whole patient 


“It’s our job to care for the 
whole patient, and we can do a 
better job for the leg when we 
do,” he commented. 

“If you had pneumonia and 
came to the hospital six months 
from now,” I queried, “what 
doctor would you ask for?” 

“Dr. Proudfoot,” she said. 

He’d see her, too, to make a 
quick, but friendly and reassuring 
transition to a general practi- 
tioner or internist. 

Another general physician had 
several patients that day, although 
clinic was light, perhaps because 
of the weather and the muddy 
roads. 

“We come in the truck. Takes 
twic’t as long, but the bridge is 
out, and th’ car won’t make the 
creek crossin’,” reported one 
patient. 

The first patient was the wife 
of a miner out of work since 
July, struggling with the burdens 
of a large family, scraping by 
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with no end in sight. She was 
obese and her attitude seemed 
to express her resentment and 
frustration. She had a host of 
complaints of headaches, belly- 
aches, leg aches. However, a 
careful physical examination re- 
vealed evidence of probable 
thrombophlebitis. When she was 
told of this and treatment out- 
lined, her attitude noticeably 
changed. She was grateful, co- 
operative, though worried about 
how she would manage “back 
home.” 

Although the town of Pikeville 
itself is a thriving, modern com- 
munity of over 5,000 population, 
with an accredited college, for 
many patients who come from 
surrounding areas, “back home” 
may be very different from the 
home you and I know. Patients 
are usually well-dressed in clothes 
bought at a department store, 
drive relatively late model cars, 
and own T.V. sets. But many 
adults read and write little, I was 


told. They often use privies 1 - 
stead of flush toilets and water 
must be fetched from a spring. 
Bedrooms are often shared by 
several persons. 

Physicians who come from 
other areas to the Pikeville staff 
must remind themselves that a 
patient may not be able to read 
the directions on a medicine 
bottle, or any other written in- 
structions. Home facilities, or 
lack of them, must be taken into 
account before a “soak in the 
tub” is mentioned. Understand- 
able pride makes these people re- 
luctant to volunteer information 
about not being able to read, or 
not having some facilities others 
take for granted. “One quickly 
becomes attuned to these differ- 
ences,” reported one physician, 
“and develops tactful techniques 
for discovering them and for 
overcoming any problems they 
present.” 

Incidentally, in this Cumber- 
land Plateau country, the lan- 
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guage of the people may sound 
old-fashioned and archaic, and it 
may sometimes be ungrammati- 
cal, but it is good English with 
an Elizabethan and Chaucerian 
base. There is a rich heritage of 
well preserved Old English and 
Scottish usage here “where lan- 
guage is still spoken thought.” 
On the patient floor the morn- 
ing of my visit, there were thirty- 
six patients. The diagnostic and 
therapeutic problems they pre- 
sented included ulcerative colitis, 
hepatitis (possibly of the serum 
type), a boy with a fractured 
scapula, a patient recovering 
from an _ accidental gunshot 


wound, a sixteen-year-old with a 
ureteral stone, an acute myocar- 


dial infarct, a suspected acute 
pancreatitis, a fracture of the 
right leg, a fever of unknown 
origin, a pneumonia, and a man 
with bleeding in his upper GI 
tract. 


As I ran down the list, I was 


struck by the repetition of sur- 


names. Of the thirty-six, there 
were seven pairs of names, but 
in no case were both individuals 
from the same town or village. 

“We've just been considering 
again whether we should use 
wristbands or tags to identify 
patients,” one doctor told me. 
“We've had no serious trouble, 
but there is always the possibility 
—in blood transfusions and 
such.” 


Patients 

Unusually great possibilities of 
patient mixups (and also a fertile 
field for genetic studies) do exist 
here in the mountains, however, 
because the former isolation of 
hollows and towns has fostered 
intermarriage. Earlier use of 
identification bands had been de- 
cided against because at first it 
was feared that patients would 
misunderstand and resent them. 
Perhaps now they wouldn’t mind. 

We visited some of the pa- 
tients. One, with ulcerative colitis, 
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was known to everyone. The di- 
rector of nurses told me that she 
had never seen anyone in whom 
life could “flicker so low and yet 
come back” so many times. 
“Mary Smith” was having a trans- 
fusion when we saw her. She 
weighed 57 pounds, and the wast- 
ing of subcutaneous fat and 
muscle made her skin draw close 
to the bone. For a moment she 
made me think of Dachau, or 
Belsen, but here disease was the 
villain. A remarkably strong 
voice broke the spell, however, as 
“Mary” began to ask questions 
about her ileostomy. She is doing 
better, and removal of a segment 
of bowel is planned as soon as she 
builds up a bit. Right now, 
though, she was not in shape for 
a chatty visit. 

“Mrs. Cranson” was. She was 
the lady with the hepatitis. “I 
knowed I was sick, when I come 
in,” she said, but now she was 
feeling better, worrying about her 
family (eight at home); her quilt- 
ing (“I’m on my thirteenth. It’s 
a star quilt for my daughter who’s 
getting married. I've made her 
two already”) and cooking for 
her husband (“He likes corn- 
bread and gravy for breakfast”). 
The main problem right now was 
persuading “Mrs. Cranson” and 
her relatives that although she 
felt better, and was better, it still 


should be some time before «1 
returned to the labor of car'ng 
for a family of eight. 

In the labor room, an obste- 
trician was talking with a woman 
about to deliver her seventh child. 
There had just been triplets at 
the hospital; there were twins in 
the nursery, and there was banter 
about quadruplets. But “Mrs. S.” 
seemed glad to have the doctor’s 
word that this time there would 
be only one. 


Hospital group 

In one nursery there was 2 
premie in a special incubator, and 
six babies in the other, including 
the twins. A pediatrician from 
McDowell Memorial, 38 miles 
from Pikeville, was lending a 
hand in the absence of the pedi- 
atrics chief. McDowell Memorial 
is another MMHA hospital of 60 
beds. Pikeville, McDowell, Man 
(80 beds) and the 140-bed Mem- 
orial Medical Center at William- 


son, form a regional hospital f 
group within MMHA. Visits re-} 


ferred to, and regional meetings 
such as the monthly joint peri- 
natal conferences the four hos- 
pitals hold, are examples of the 
ways the larger base afforded by 
an association of ten hospitals 
can broaden the resources avail- 
able to a small member hospital 
like Pikeville. 
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pyelonephritis 


or other 
infections 


antibiotic therapy with an added measure of protection 


ECLOMYCIN 


DEMETHYLCHLORTETRACYCLINE LEDERLE 
against relapse—up to 6 days’ activity on 4 days’ dosage 
against secondary infection—sustained high activity levels 
against “problem” pathogens—positive broad-spectrum antibiosis 
CAPSULES, 150 mg., 75 mg.; PEDIATRIC DROPS, 60 mg./cc.; SYRUP, 75 mg./5 cc. 


Request complete information on indications, dosage, precautions and contraindications 
from your Lederle representative or write to Medical Advisory Department. 


LEDERLE LABORATORIES, A Division of AMERICAN CYANAMID COMPANY, Pearl River, New York QD 
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At a coffee break in the doc- 
tors’ lounge, topics of discussion 
were wound healing, at what time 
interval is a wound most likely to 
break open; what’s happening 
around sutures and at the incision 
microscopically. 

Seat belts and whether they 
should or should not be used in 
a convertible, and what about 
shoulder straps? — came next. 
The recent tragic loss of a bril- 
liant young MMHA plastic sur- 
geon was in their minds. Con- 
sensus seemed to be that many 
accidents with serious injuries oc- 
curred without cars turning turtle, 
and even in convertibles seat 
belts might help. 

Later in the day, I was asked 
to see an outpatient. One barely 
needed to touch the left side of 
the man’s abdomen to make a 


It is the confounded tales of patients that so often set us by the ears, 
but if a man makes it a rule never under any circumstances to 
believe a story told by a patient to the detriment of a fellow 
practitioner—even if he knows it to be true!—he will have the 
satisfaction of knowing that he has closed the ears of his soul to 
ninety-nine lies, and to have missed the hundredth truth will not hurt him. 
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Osler Said This... 


ABOUT GOSSIP OF PATIENTS 


tentative diagnosis. The sple:n 
was large and stony hard. Lab- 
oratory findings were compatible 
with lymphoma. Palliative treat- 
ment was discussed. I couldn't 
help but reflect that few persons 
in this world are strangers to the 
human problems and heartache 
malignant disease creates. 
Tumor Clinic came shortly 
after, in the library. This was an 
informally conducted meeting, 
though with a typewritten agenda 
and prepared summaries of pa- 
tient records. The discussion 
moved briskly, yet so informally 
that the beginning and end of the 
meeting were hard to define. 
There wasn’t much that was un- 
usual about the cases seen, ex- 
cept that the number of malig- 
nancies startled me a bit. There 
were a few problems of getting 


DR. WILLIAM OSLER, 1849-1919. 
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general- 
purpose 
antibiotic 


Albamycin is not a broad-spectrum anti- 
biotic, recommended for routine infec- 
tions. It is specific for staphylococci 
(including resistant strains), and its use 
alone should (with the exceptions listed 
below) be limited to those cases in which 
staph is known or strongly suspected to 
be the causative organism. 


Indications — Albamycin is indicated in the treatment of staphy- 
lococcic infections, particularly in patients sensitive to other 
antibiotics or in the infections in which the organism is resistant 
to other antibiotics and sensitive to Albamycin, and in urinary 
tract infections due to microorganisms resistant to other com- 
monly employed antibacterial agents but sensitive to Albamycin 
—notably certain strains of Proteus. 
Administration and Dosage —Capsules and Syrup: The recom- 
mended dosage in adults is 500 mg. every twelve hours or 250 
mg. every six hours, continued for at least forty-eight hours after 
the temperature has returned to normal and all evidence of in- 
fection has disappeared. In severe or unusually resistant infec- 
tions, 0.5 Gm. every six hours or 1 Gm. every twelve hours may 
be employed. The dose for children is 15 mg. per kilogram of 
body weight per day for moderately acute infections; this may 
be increased to 30 to 45 mg. per kilogram of body weight per day 
for severe infections. These doses may be administered on sched- 
ules similar to those for adults. 
Parenteral: Intramuscularly—5 cc. of Albamycin solution may be 
used directly by slow injection deep into the gluteal muscle. 
y — it is rec that 5 cc. of Albamycin solu- 
tion be diluted further with 250 to 1000 cc. of sterile injection 
solution of sodium chloride, Darrow’s solution, or Ringer's solu- 
tion and administered by intravenous infusion, or by diluting to 
2 suitable quantity and administered by continuous drip infusion. 
Do not use with dextrose solution. When it is necessary to use @ 
smaller volume intravenously, 5 cc. of Albamycin solution may 
be diluted to a minimum of 30 cc. with one of the above diluents 
and administered slowly over a period of five to ten minutes to 
avoid irritation of the vascular endothelium. The dosage for 
adults is 500 mg. Albamycin administered either intramuscularly 


or intravenously every twelve hours. For children with moderately 
acute infections, the dosage is 15 mg. per kilogram of body 
weight per day. The daily dosage should be administered in two 
divided doses at intervals of twelve hours. As soon as 
patient’s condition permits, parenteral Albamycin should be re- 
placed with oral Albamycin therapy. 

Side Effects —Albamycin is a substance of low toxicity but is 
capable of inducing urticaria and maculopapular dermatitis. Leu- 
kopenia, which was rapidly reversible, has been reported in 
approximately 1% of cases. All of these side effects disappear 
rapidly upon discontinuance of the drug. In a certain few patients, 
a yellow pigment has been found in the plasma. This pigment is 
a metabolic by-product of the drug which, however, may inter- 
fere with determination of bilirubin and icteric index. Its pres- 
ence is not associated with abnormal liver function tests or liver 
enlargement. 

Available — Albamycin, 500 mg., sterile, Mix-0-Vial.¢ Each Mix- 
0-Vial contains: 500 mg. Novobiocin (as novobiocin sodium), also 
175 mg. Nicotinamide; 0.47 cc. N,N-Dimethylacetamide; 42.3 mg. 
Benzy! alcohol; 4.23 cc. water for injection. Albamycin Capsules. 
Each capsule contains: 250 mg. Novobiocin (as novobiocin so- 
dium). Albamyein Syrup. 125 mg. per 5 cc. Each 5 cc. (one tea- 
spoonful) contains: 125 mg. Novobiocin (as novobiocin calcium). 
Preserved with methylparaben, 0.075%, and propylparaben, 0.025%. 
*Trademark, Reg. U. S. Pat. Off.— The Upjohn brand of crystal- 
line novobiocin sodium. ¢Trademark, Reg. U. S. Pat. Off. 
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information about earlier care 
elsewhere. 

An interesting side discussion 
took me back to second year 
hematology. It was about the ef- 
fects of different counting tech- 
niques on the reported distribu- 
tion of cells in a smear, the point 
being that improper choice of 
fields to examine could give a 
false apparent distribution of 
white cells. Human errors are an 
ever present hazard, but it was 
good to see possibilities of error 
looked at instead of automatic 
acceptance of findings. 


Night duty 

I returned to. the motel for din- 
ner and a nap, then back to the 
hospital to see what its night life 
was like. The rain had practically 
stopped. I entered the silent 
lobby and went directly to the 
emergency room, joining a physi- 
cian on duty. All was quiet; no 
patients. We sat on stools, specu- 
lated about the problems that 
might present themselves, and 
wondered how busy we would be. 
A glance at the Emergency Log 
showed that so far in February 
the average number of patients 
seen between 7 PM and 7 AM 
was eleven. However, that night 
we were not to be that busy. Rain 
and muddy roads were keeping 
many people at home, perhaps 


preventing or postponing acvi- 
dents, too. 

While we waited, the physician 
on duty told me something about 
himself and his plans. He came 
from New York (B.S. Colum- 
bia), got his M.D. at Boston Uni- 
versity, and interned in the Pub- 
lic Health Service Hospital at 
Staten Island. His family was not 
wealthy and the surgical-ortho- 
pedic residency training he 
wanted was not possible after his 
internship. He was finding his 
time at Pikeville, “a reasonable 
dish of tea” with good experience, 
an opportunity to earn something 
to put by for future training, a 
chance to progress at his own 
pace, time and facilities to work 
his patients up well, and full-time 
specialists available “on _ the 
premises” for consultations, ad- 
vice, or discussion. He found 
the town a reasonable place to 
live, but volunteered that most of 
his time was spent at the hospital. 


Patient care 

Our first patient arrived 
shortly, a stocky woman of per- 
haps forty-two, who had been 
menstruating for about two 
weeks. She couldn’t get to the 
hospital in the daytime, but her 
husband had brought her tonight. 
A brief checkup showed no evi- 
dence of serious blood loss and 
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her blood pressure was not un- 
usual. Reassured she was given 
an appointment for a gynecologic 


check, and left smiling. We heard — 


their car start and go off into the 
night, the engine noise receding 
down the hollow. 

A nurse appeared from the 
floor. “Mary Smith” was uncom- 
fortable with gas pains and was 
anxious and couldn’t sleep. The 
physician excused himself to in- 
vestigate and to apply, along with 
other measures, that eternal rem- 
edy of personal interest, confi- 
dence and reassurance which is 
the hearthstone and heartstone of 
the patient-physician relationship. 

Shortly he was back, and to- 


gether with the nursing staff we 
investigated the contents of the 


coke machine. It was full and 
functioning. For a while we sat, 
with occasional small-talk. Then 
our next patient arrived with his 
mother. 

He was a seventeen year old, 
well built and looking, in general, 
in good health, but he was fever- 
ish and short of breath and he 
had a pain in the left side of his 
chest. He had had a cold. Exam- 
ination suggested pneumonia, but 
breath sounds were diminished 
over the upper left chest. The 
x-ray technician was called and 
soon we were looking at a wet 
film. It was a good one, crisp and 
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clear. Nothing evident except a 
small patch of pneumonia ex- 
tending out from the left hilar 
area. Antibiotic, home, and bed 
and fluids, and check back in a 
week, sooner if he’s not better. 

That, it turned out, was to be 
all the patients for the evening. 
So, at one-thirty, I drove back 
down the hollow, and to bed. 

Just before I left Pikeville the 
next morning, those of the staff 
who could, came to the door for 
a picture. A few were needed 
elsewhere. We tried to get two of 
our part-time staff who were leav- 
ing for town, to stop long enough 
to be included. They were in a 
hurry; so with friendly jibes 
about faces breaking cameras, 
they were on their way. I 
snapped the shutter, declined re- 
gretfully an invitation to lunch in 
the cafeteria, and headed my own 
car out of the valley. 

I looked back as fF turned out 
to the main road, starting my trip 
home, through the town of Bot- 
tom Creek, past Road Branch 
School, and the town of Cinder- 
ella, and I thought of the eight- 
year old’s remark. He was right. 
“Yuh cain’t rahtly miss Pike- 
ville.” And to my mind the main 
reason is that it has a good team 
doing their best to give really 
good medical care to the people 
of Pikeville. 
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— vomrtinc center 
OTHER ANTIEMETICS TORECAN 


Torecan blocks the vomiting impulse at both the 
“true” vomiting center and the Chemoreceptor 
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ects (hypo 
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Trigger Zone, whereas other antiemetics act on pther side e 
the Chemoreceptor Trigger Zone, with een 
little or no direct effect on the purring of 
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“Thiethylperazine dimaleate [TORECAN] inhibits apomorphine vomiting [apomor- 
phine elicits vomiting solely through the Chemoreceptor Trigger Zone? *: 4] in an 
even more pronounced manner than the well-known strong antiemetic, prochlor- 
perazine. Thiethylperazine dimaleate also antagonizes oral copper sulfate [copper 
sulfate may activate the Vomiting Center directly or may act via the Chemorecep- 
tor Trigger Zone].... This peculiarity of thiethylperazine of influencing not only 
the trigger zone, but also the vomiting center is of much therapeutic interest 
because of the broadening of the antiemetic spectrum of effectiveness.” ' 
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Then evaluating new antiemetic 
gents, itis necessary to pay 

lose attention to the associated 
fects on the central and auto- 
omic nervous systems. The aim 
sto find agents which will spe- 
ifically depress the emetic 
nechanism with minimal effects 


Isewhere.’”® 


TORECAN 


rovides specific antiemetic action 
ith minimal “spillover” effects: 


anquilizing or 
dative action 


Insignificant 


Only slight 
potentiation; 
less than 
with other 
phenothiazine 
antiemetics 


Rarely 

at dosage 
levels of 
30-50 mg. 
per day 


atdiac acceleration) 


Rare; less than 
with other 
phenothiazine 
antiemetics 


iver, blood, or 


None reported 


Dther side effects: 
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“an extremely effective antiemetic in 
a large number of clinical conditions’’ s 


Nausea and Vomiting of Pregnancy* 


Nausea and Vomiting Associated with 
Gastroenteritis and Colitis*:*.” 


Nausea and Vomiting due to Radiation and 
Nitrogen Mustard Therapy' 


Postoperative Nausea and Vomiting*® 


Nausea and Vomiting Associated with 
Miscellaneous Non-inflammatory Conditions® 


Nausea and Vomiting Associated with 
Labyrinthine Disturbances 


Adult Dosage: Oral: 1 tablet 3 times daily 
Intramuscular: 10 — 20 mg. daily 
Supply: Tablets, 10 mg.; Ampuls, 2 cc. (10 mg.). 


Precautions: it is obvious that, before using an anti- 
emetic, clinical judgment must be exercised in deter- 
mining whether vomiting represents a warning of 
organic abnormality and that this must first be recog- 
nized before employing a potent antiemetic such as 
TORECAN. Drowsiness and/or dryness of the mouth may 
occur with doses above 30 mg. daily. While no hepatic, 
hematopoietic or renal toxicity have been reported at 
recommended dosage levels, it should be remembered 
that these reactions may occur with phenothiazines. 
Orthostatic hypotension may be manifested at higher 
dose levels. TORECAN is contraindicated in severely 
depressed or comatose states. In excessive doses, 
TORECAN may produce extrapyramidal stimulation with 
the varied symptom complex characteristic of this 
complication. Ampuls are recommended for intramus- 
cular injection only. 


References: 1. Codiga, V. A.: Int. Rec. Med., 174:375 
(June) 1961. 2. Wang, S. C. and Borison, H. L.: Am. J. 
Physiol. 166:712 (1951). 3. Wang, .S. C. and Borison, 
H. L.: Gastroenterol. 22:1 (1952). 4. Wang, S. C. and 
Glaviano, V. V.: J. Pharmacol. & Exper. Therap. 111:329 
(1954). 5. Browne, D. C. and Sparks, R.: South. M.J. 54: 
(Sept.) 1961. 6. Browne, D. C. and Sparks, R. D.: Scien- 
tific Exhibit, American Medical Association Clinical 
Meeting, Washington, D.C., Nov. 28 (1960). 7. Mari- 
tano, M., Guerrieri, S., Menesini, R.: 


Minerva anest. 26:343 (1960). 8. Mo- 
dell, W.: Drugs of choice 1960-1961. S 
C. V. Mosby Co., St. Louis, 1960, OZ) 
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Housewives’ Brain: Sinister Syndrome pon 
adrenal su 

Ellouise D. Schoettler ome 

soft-tissue 

To all you fellow Madame Curies of the Dish-Pan Set — 
(Do we have the hands to go with that name!), I bring aa 
you greetings of a new medical discovery. Move over a 
researchers and add one more to your ranks. or ocular t 
Tentatively I’ve tagged this one . . . HOUSEWIVES’ aecion 
BRAIN. You know what it is. Chances are you’ve got it. oe 
And if you can suggest a more appropriate term for it, DECADRO 
be my guest. mark of WN 


Don’t get the idea that this is any spur-of-the-moment 
deal. Far from it; it’s only after exhausting research and 
acute suffering that I make my move and release these 
findings so that we can begin working en a cure. 

Forgetting definitions for a moment, the secret of 
identifying H. B. (HoUSEWivEs’ BrRaIN) lies in spotting 
one of the most characteristic symptoms. When you 
suddenly realize that you talk incessantly of nothing but 
children, beware! If your conversation is exclusively 
about their problems, or rather your problems with them 
and anything they do whether good, bad, adorable, or 
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in SHOCK — 
when only corticosteroids 
can give the desired results 


@ mg. for mg. the most active steroid— 
Injection DECADRON Phosphate is ready for 
immediate use—no reconstitution. 


@ in true solution—Injection DECADRON Phosphate 
flows readily even through a small-bore needle. 


¢@ dramatic response in minutes, |.M. or 1.V.— 
Injection DECADRON Phosphate may be injected 
as rapidly as desired. 


Injection DECADRON Phosphate remains fully 
active for at least 2 years at room temperature. 


Indications: In allergic emergencies, 
acute asthma, overwhelming infections 
(with antibiotic coverage), transfusion 
reactions, acute traumatic injuries. 
Injection DECADRON Phosphate 
can also be used in acute 
dermatoses, Addison's disease, 
adrenal surgery, panhypo- 
pituitarism, temporary adrenal 
suppression, rheumatoid arthritis, 
soft-tissue disorders. 

NOTE: Do not inject into 
intervertebral joints. 

CAUTION: Steroids should not 

be given in the presence of 
tuberculosis, chronic nephritis, 
acute psychosis, peptic ulcer, 

or ocular herpes simplex. 
Additional information on 
Injection DECADRON 
Phosphate is available to 
physicians upon request. 
DECADRON is a trade- 
mark of Merck & Co., Inc. 
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DEXAMETHASONE 21-PHOSPHATE 
GE} MERCK SHARP & DOHME pivision ot Merck & Co, inc, West Point, Pa 
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funny, you’re in trouble. You say 
you’ve got it? But of course! 

The incidence of H.B. is high. 
est among mothers of small chil- 
dren. But those with older off. 
spring are not immune. In fact, | 
observed the most full-blown set 
of symptoms in the mother of a 
teenager. Give this woman a cup 
of coffee, any hour of the day or 
night, and she is sick—and makes 
everyone else sick — with her 
“problem.” 


Case report 


The usual procedure is to spout § 


a case history. So let me give you 
the classic: my H.B. The onset 
was insidious and hardly notice- 
able at first. Perhaps yours fol- 
lowed this pattern. 

‘For our first years of marriage, 
Jim and I were so bogged down 
in the trials of getting him through 
medical school and internship that 


we had to cut down on our social f 
life. (WHAT social life — onf{ 


our aching budget such mundane 
incidentals as eating and paying 
the rent constituted our social 
life!) 

Oh, I rammed grocery baskets 
with the finest set in the super- 
markets and exchanged cup for 
cup of coffee with house staff 
wives. In fact, here’s where it 
started. Our conversation usually 
ran along the lines of speculating 
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as to what “practice” would be 
like or, with the glow of mother- 
hood still bright, detailed ac- 
. counts of how many times Jimmy 
burped after each feeding. These 
and other equally earth-shattering 
events formed our social chatter. 
(Remember? ) 

Now how could I know that 
here, in this innocent conversa- 
tion, was the earliest indication 
of H.B.? That’s the thing about 
HOUsEWIVES’ BRAIN, it builds 
slowly and then POW! You've 
got it, and HAD IT! 


TV and entertainment 


When Jim cast off the student’s 
coat for intern’s whites, my world 


turned. Now he was NEVER 
home. Oh, all his mail and dirty 
clothes still came to our place. 
But he didn’t. The T.V. set and 
I became inseparable. In fact I’m 
probably one of the few new fans 
of Warren Williams and Ruth 
Chatterton. T.V. movies, circa 
1930, were my only adult social 
contacts — and you know how 
adult they are! 

Next, Jim was in Air Force 
blue, receiving a livable, not 
laughable paycheck. At long last 
we added “entertainment” to our 
monthly budget. 

Now we wives love our chil- 
dren. But after 12 hours of con- 
stant where’s . . . when’s and 
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why’s, I’m as desperate as any- 
body will ever be for mingling 
with real grown-ups. You too? 
But certainly. 

In its final stage, HOUSEWIVES’ 
BRAIN is actually aggravated by 
contact with the outside world. 
It is characteristic of H.B. that 
it remains dormant until the vic- 
tim tries associating as an equal 
with contemporaries, rather than 
with off-spring. (We all realize 
that we are never equal to our 
off-spring. ) 

Panic 

For example, our first plunge 
into the military social swim 
found me decked out in all my 
glory, looking straight out of 


| GLAMourR, but sounding like a + firs 
edrol 

numbskull. I'd open my mouth 

to drop some pearl and out would nan 

plop “Well, my four-year-old, ases, mc 

Jimmy . . .” or “When I was in thing o 

labor with Karen. . .” The 

I panicked! Had my brain redniso 

atrophied? After the third or flectiver 

fourth false start, I gave it up. Wer YW inistra 

I tossed and turned all night tol 
...the problem went round and if Many 

round in my mind. I began to 

suspect HOUSEWIVES’ BRAIN for \ AR 

the dread disease it is. Something I , ae eumatoid @ 

had to be done. I finally fell IN| 
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habilitation” tomorrow: I would 


asleep, resolving to start my “re- 
read a popular book. This would Sy 
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he first long-acting oral steroid, 
edrol Medules gives the arthritic 
atient therapeutic action that con- 
nues through the night. In many 
ases, morning stiffness can become 
thing of the past. 

The slow, steady release of methy]l- 
rednisolone often provides greater 
flectiveness, with less frequent ad- 


Many of your arthritic patients, 
00, can wake up comfortable on 
edrol Medules. 


losage: The following dosages are recommended in 
eumatoid arthritis: 
Initial 
12 to 16 mg. 


Maintenance 
ecccecee 6 to 12 mg. 
+. 4to 8 mg. 
° 2to 6 mg. 
2to 8 mg. 


ith Medrol Medules, it may be possible to reduce 
total daily dose by 44. 

pdications and effects: Medrol benefits (anti-inflam- 
atory, antiallergic, antirheumatic, antileukemic, 
atihemolytic) have been demonstrated in acute 


Thanks to 
Medrol 
Medules, he 
woke up 
comfortable 
and he’s 
already 

on the go. 


rheumatic carditis, rheumatoid arthritis, asthma, hay 
fever and allergic disorders, der blood dys- 
crasias, and ocular inflammatory disease involving 
the posterior segment. 

Precautions and contraindications: Because of 
Medrol’s high therapeutic ratio, patients usually ex- 
perience dramatic relief without developing such 
possible steroid side effects as gastrointestinal intol- 
erance, weight gain or weight loss, edema, hyper- 
tension, acne, or emotional imbalance. 

As in all corticotherapy, however, there are certain 
cautions to be observed. The presence of diabetes, 
osteoporosis, chronic psychotic reactions, predispo- 
sition to thrombophlebitis, hypertension, congestive 
heart failure, renal insufficiency, or active tubercu- 
losis necessitates careful control in the use of ster- 
oids. Like all corticosteroids, Medrol is contraindi- 
cated in patients with arrested tuberculosis, peptic 
ulcer, acute psychoses, Cushing’s syndrome, herpes 
simplex keratitis, vaccinia, or varicella. 


Approximately 135 tiny “doses” 
mean smoother steroid therapy 


Medrol Medules’ 


Each capsule contains: Medrol (methylprednisolone) 
2 mg. or 4 mg. Supplied in bottles of 30 and 100. 
*Trademark, Reg. U.S. Pat. Off. 

Copyright 1961, The Upjohn Company | Upjohn | 


THE UPJOHN COMPANY, KALAMAZOO, | 
JUNE, 1961 
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give me something adult to con- 
verse about. 


Crushed 


Casually I name-dropped the 
title in the midst of a group, con- 
fident the reaction would set off a 
lively harangue over the pros and 
cons of the epic. I met only blank 
stares. No one else had read the 
book! In fact, I don’t think they’d 
even heard of it. 

Crushed and lost, I wandered 
around the room. Nearby, a 


statuesque blonde was saying 
“... and I don’t know, it could 
be the egg yolks. His rash looked 
awful.” The same tune was being 
played all around the room. This 


was no party, it was a pediatric 
clinic. Could be I’m an unnatural- 
type mother. I don’t know about 
you, but frankly after putting in 
a full day of dishing out loving 


care, I can do without talkin 


about mine all evening, much legal 


hearing about the ills and spi 
of others. 


Up to you 


We doctors’ wives often con 
plain of the curse that our hu 
band’s medical talk puts on o 
party patter. We lament th 
every time we go out, the mej 
invariably get into a clinical di 


cussion around such topics as th 


latest article on “Cholesterol Fa 
Studies.” (On the way home I’ 
have to take The Oath again 
“T solemnly swear that I am usin 
only corn oil and corn oil prog 
ucts .. . so help me the A.M.A.” 

Where do we get our nervg 
We are just as bad with our d 
repetitious, gabble about 
kids. 

But I’m not giving up! I'v 
done my bit; I’ve named it an 
set it down in black and whi 
for all to see. HOUSEWIVE! 
BRAIN, I’ve branded you for wh: 
you are. Fellow-sufferers, the res 
is up to you! 

In the meantime won't som¢ 
body please read a book? 

Who knows, we just might ru 
into each other—and what a Ba 
we could have, after the fir 
shock wears off, that is. 
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DIFFEKENCE, 


...motion-stopping radiographic speed 
is built into every Patrician “200” 


With the G-E Patrician “200” diagnostic x-ray package, you can enjoy savings 
and still not sacrifice needed power. This is important. For, only ample x-ray 
output will assure you exposure speed sufficient to overcome common motion- 
blurring problems. The Patrician combination provides this and more in every 
detail for radiography and fluoroscopy. For example: full-size 81” tilting table 

. independent tubestand . . . counterbalanced (not counterpoised) fluoro- 
scopic screen or spot-film device . . . fine focus x-ray tube . . . fluroscopic shutter- 
limiting device to confine radiation to screen area . . . automatic x-ray tube 
overload protection. 

Ask about renting: Through the G-E Maxiservice® plan, you can have this 
complete Patrician “200”, plus maintenance, parts, tubes, insurance, and paid-up 
local taxes — all wrapped-up by a modest monthly fee. Details available from 
your G-E x-ray representative. Or clip coupon below. 


General Electric X-Ray Department 
Milwaukee 1, Wisconsin, Room BT-101 


Send me: () Patrician bulletin 
Progress 's Our Most Importent Prodvet © Maxiservice bulletin 


GENERAL @@ ELECTRIC me 
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These questions were prepared especially 
for RESIDENT PuysiciaAN by the Profes- 
sional Examination Service, a division of 
the American Public Health Association. 
Answers will be found on page 199. 


1. A positive Weil-Felix test B) Normal values for bleeding 
showing a rising titer in paired time, prothrombin time and plate- 
sera taken at least 2 weeks apart let count but prolongation of 
is confirmatory evidence for: clotting time and clot retraction 

A) Relapsing fever. time. 

B) Filariasis. 

C) Typhus fever. 

D) Undulant fever. 

E) Leptospirosis. 


C) Normal values for clotting 
time, clot retraction time, platelet 
count and prothrombin time but 
prolongation of the bleeding time. 


D) Normal values for platelet te - 


count, bleeding time, clot retrac-§  ceptive 
tion time and prothrombin time vse, de 
but prolongation of the clotting 


2. In testing for a defect in the 
factors that normally control 
bleeding, the pattern of labora- 
tory findings that one is most ~ 
likely to discover in a patient with 
hereditary hemorrhagic diathesis E) Normal values for clot re-§ => 
is: traction time and platelet count§ 

A) Normal values for proth- but prolongation of prothrombin § the sper 
rombin or time, bleeding time, time, bleeding time and clottingg§ "ch ™ 
clot retraction time, clotting time _ time. 
and platelet count. —Continued on page 186 
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...does she know you can help her? 


Many patients are unaware that their physician is the best source of contraceptive advice. 
Your prescription for Delfen or Preceptin assures her the simplest yet most effective contra- 
ceptive protection available. Accurate tests* for spermicidal potency, as well as years of clinical 
use, demonstrate that ORTHO contraceptive products are instantaneously spermicidal. The 
choice between Delfen and Preceptin is one of individual esthetic preference. 


Delfen Preceptin 


vaginal cream vaginal gel 
PRESCRIBED WITH CONFIDENCE FOR SIMPLE, EFFECTIVE CONTRACEPTION 


“The spermicidal potency of all ORTHO products is controlled by the Titration Test and the Sander-Cramer Test, 
which more closely duplicate vaginal concitions during coitus than other tests. 
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3. Of the following the only 
finding characteristic of osteitis 
deformans (Paget’s disease) is: 

A) A normal serum alkaline 
phosphatase. 

B) Increased serum calcium. 

C) An increased serum acid 
phosphatase. 

D) A low serum calcium. 

E) An increased serum alka- 
line phosphatase. 


4. The serum chemistry find- 
ings most common in rickets are: 

A) Reduced inorganic phos- 
phorus, normal calcium, and ele- 
vated alkaline phosphatase. 

B) Normal inorganic phos- 
phorus, reduced calcium, and 
elevated alkaline phosphatase. 

C) Reduced inorganic phos- 
phorus, reduced calcium, and re- 
duced alkaline phosphatase. 

D) Reduced inorganic phos- 
phorus, reduced calcium, and 
normal alkaline phosphatase. 

E) Elevated inorganic phos- 
phorus, reduced calcium, and 
elevated alkaline phosphatase. 


5. If a patient develops ipsi- 
lateral convulsions and hemi- 
plegia within an hour after liga- 
tion of the internal carotid artery 
in the neck for intracranial sac- 
cular aneurysm, the most impor- 
tant step to take is: 

A) Removal of the ligature. 
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B) Intracranial removal of the 
aneurysm. 

C) Oxygen therapy. 

D) Whole blood transfusion. 

E) Ligation of the jugular 
vein. 


6. Pulsus alternans can be 
differentiated from pulsus bige- 
minus because: 

A) Pulsus alternans has 
weaker and stronger beats while 
pulsus bigeminus has coupled 
strong beats without difference in 
their intensity. 

B) Pulsus alternans comes on 
with overdoses of digitalis and 
pulsus bigeminus is caused by 
cardiac failure. 

C) Pulsus alternans has strong 
and weak beats equally spaced 
while pulsus bigeminus has 
coupled beats of alternating weak 
and strong intensity. 

D) Pulsus alternans never 
occurs in pericarditis while a 
bigeminal pulse is almost always 
associated with pericardial effu- 
sion. 

E) Pulsus alternans is present 
with hypotension and __pulsus 
bigeminus in overactive hearts 
with premature beats. 


7. The only valvular cardiac 
disease in which syncope occurs 
with some frequency is: 
A) Aortic insufficiency. 
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B) Mitral Insufficiency. 
C) Tricuspid stenosis. 
D) Aortic stenosis 

E) Mitral stenosis. 


8. A condition occurring after 
middle life, usually in male 
patients with degenerate arteries, 
which is characterized by 
paroxysmal attacks of abnormal 
slowness of the ventricular beat, 
the rate sinking as low as 20 per 
minute or even less, together with 
excessive pulsation in the veins at 
the root of the neck, correspond- 
ing with the auricular contractions 
and much more rapid than the 
ventricular beats is known as: 

A) Affektepilepsie of Bratz. 

B) Stokes-Adams syndrome. 

C) Cheyne-Stokes syndrome. 

D) Jacksonian fits. 

E) Mediastinal syndrome. 


9. The percentage of patients 
) who survive the acute episode of 
myocardial infarction is usually 
given as about: 

A) 10 

B) 30 

C) 50 

D) 80 

E) 95 


10. The color of the exudate in 
pneumococcal meningitis is 
characteristically: 

A) Pale green. 
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B) Pink. 
C) Light Yellow. 
D) Dark yellow. 
E) Red. 


11. The commonest expanding 
intracranial lesion in childhood 
is a: 

A) Medulloblastoma. 

B) Pituitary adenoma. 

C) Craniopharyngioma. 

D) Tuberculoma. 

E) Meningioma. 


12. Of the following conditions, 
the one that is the most common 
complication of Meckel’s diver- 
ticulum in a young child is: 

A) Peptic ulceration. 

B) Enteritis. 

C) Strangulation. 

D) A fistula. 

E) Intussusception. 


13. In progressive muscular 
dystrophy there is a reduction in 
blood: 

A) Urea. 

B) Creatine. 

C) Creatinine. 

D) Ammonium. 

E) Potassium. 


14, The tip of the spleen and 
the liver edge may be palpable 
until: 

A) Six months. 

B) One year. 
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On Ritalin, 
patients 


"..90 all day 
without tiring.” 


When lethargy is a medical 
problem—in menopause, 
senility, convalescence, 
oversedation, and mild 
depression, for example— 
the gentle stimulant action 
of Ritalin restores normal 
physical and mental activity. 
Summarizing the results of 
therapy with Ritalin in 


= 89 patients who were either 


chronically ill, convalescing, 
depressed, or oversedated, 
Natenshon* states: “They 
were alert, fatigue 
disappeared, and they could 
go all day without tiring.” 
*Natenshon, A. L.: Dis. Nerv. System 
17:392 (Dec.) 1956. 

SUPPLIED: Tablets, 5 mg. (pale 
yellow), 10 mg. (light blue), 20 mg. 
(peach colored). For complete 
information about Ritalin 
(including dosage, cautions, and 


me side effects), see current Physicians’ 


Desk Reference or write 


CIBA, Summit, N.J. 


RITALIN® hydrochloride (methyl- 
phenidate hydrochloride CIBA) 


gentle stimulant 


for lethargic patients 


C) Two years. 
D) Four years. 
E) Six years. 


15. The principal clinical fea- 
ture of phenylpyruvic oligophre- 
nia is: 

A) Flaccid paralysis. 

B) Progressive mental deteri- 
oration. 

C) Spastic gait. 

D) Choreiform movements. 

E) Athetoid movements. 


16. Which one of the follow- 
ing metabolic derangements is 
frequently encountered in individ- 
uals suffering from Cushing’s 
syndrome? 

A) Episodes of hypoglycemia. 

B) Impaired carbohydrate tol- 
erance. 

C) Tetany due to hypocalce- 
mia. 

D) Tendency toward hyperpo- 
tassemia. 

E) Wasting of most body tis- 
sues. 


17. In hyperthyroidism a 
marked muscular atrophy is seen 
particularly in the muscles of the: 

A) Hands. 

B) Shoulder girdle. 

C) Legs. 

D) Thighs. 

E) Face. 

(Answers on page 199.) 
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The 1962 Daily Log is now ready to 
provide you with complete business facts 
about your practice — overhead; re- 
ceipts; charges; taxes; net earnings. 
Easy to use — designed specifically for 
your profession. Only a few minutes a 
day required to keep complete practice 
management records; helps you avoid 
tax troubles; saves you time and money. 
Fully dated, looseleaf; printed new each 
year. 
PRICES: Regular Edition, one 40 line 
page a day, one volume, dated for 
1962 — $7.75 Double Log Edition, 
two facing pages of 40 lines for each 
day, two volumes, dated for 1962 — 
per set — $13.50. 
Satisfaction Guaranteed 


THE COLWELL COMPANY 
271 Kenyon Road Champaign, Illinois 
send me 1962 Regular Double Daily 
og for 
D Please Semen me more information plus FREE Record 
Supplies Catalog Kit. 


Dr. 


Address. 


City. State. 
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What's 
the 
Doctor’s Name? 


4 June 1955, he was inaugu- 
rated as the 109th president of 
the American Medical Associa- 
tion. At various times he had 
been president of the Pan- 
American Medical Association’s 
section on urology, the Pennsyl- 
vania State Medical Society and 
the American Urological Asso- 
ciation. His citations in France 
in World War I included the 
Croix de Guerre, the Verdun and 
Chateau Thierry medals, three 
Silver Star citations and the Vic- 
tory Medal with five clasps. 

He was the Republican candi- 
date for mayor of Erie, Pennsyl- 
vania, in 1919, and more recently 
served as a G.O.P. national 
committeeman. 

He was chairman of the AMA 
Council on Medical Services in 


1953 during the AMA campaign 
against Federal aid to veterans 


with non-service-connected disa- 
bilities and illnesses. He opposed 
President Einsenhower’s pro- 
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posals for federal reinsurance of 
private health plans as leading to 
socialized medicine. 

During his 1955-56 presi- 
dential term, several important 
avi steps were taken. The AMA dis- 
continued as no longer necessary 
its “seal of acceptance” for ad- 
vertised products, in use since 
1931, and its judicial council 
decided that group advertising, 
‘8 B such as that of the Greater New 
tof Health Insurance Plan 
(HIP), was not contrary to Asso- 
ae ciation ethics. In his term, the 
AMA set up mediation commit- 


er tees through the state and county 
isyl- 


medical societies, 
tients’ grievances. 
He was known as a crusader 


to hear pa- 


_ for patients’ rights and the wel- 


fare of the needy sick. He wrote, 
“I believe that doctors should 
treat patients’ pocketbooks as 
they would their own. If aspirin 
will do . . . why order sulfa?” In 
addressing the American Hos- 
pital Association, he reminded 
them that “the only reason you 
administer a tax-free institution 
is because you have taken care 
of the needy and the poor.” He 
died on March 29, 1961. Can 
you name this doctor? See p. 201. 
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|. Rigorous pharmacog- 
hostic examinations 
liminate substandard 
Rauwolfia species and 
stablish uniformity of 


icity tests. 
.MA 


2. Safety verified by tox- 


3. Every Raudixin tab- 
let to reach your patient 
meets the high Squibb 
standards for effective- 
ness, potency and uni- 
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disa- 
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ai Supply: 50 and 100 mg. tablets. 
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we your Squibb 
Product Reference 

Product Brief. 


Squibb Standardized Whole Root Rauwolfia Serpen 
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Rates 


Personal classified advertising rates 
are $5.00 for ads of thirty words or 
less plus 15c for each additional word. 
When a box number is used and an- 
swers sent care of RESIDENT PHYSICIAN 
there is an additional charge of 50c. 
Add four additional words for a box. 

For semi-display ads set in bold face, 
the rate is $6.00 for 30 words or less, 
plus 17c for each additional word. 

Commercial classified rates are $10.00 
for ads of twenty words or less plus 
20c for each additional word. Com- 
mercial rates include all ads of manu- 
facturers, dealers, agencies, etc. Count 
four additional words for a box. 

For semi-display commercial ads set 
in bold face, the rate is $12.00 for 20 
words or less, plus 25c for each addi- 
tional word. 


and Needs 


Classified Advertising 


Are you financially able to enter private 
practice? Or would you prefer a salaried 
position with regular hours in the medical 
departments of industry or insurance com- 
panies — or in clinical investigation and 
research and development with a pharma- 
ceutical company? Salaries range from 
$12,000 to $15,000 with many fringe benefits. 


The New York Medica! Exchange 
489 Fifth Avenue aa’ Public Library) 
¥. &. ¥. 


PHYSICIANS WANTED 


PHYSICIAN with or without psychiatric experi- 
ence for a 1700-bed progressive neuropsychi- 
atric hospital* Salary $10,635 to $13,730 
Extra allowance of 15% if board certified 
Write: Manager, Veterans Administration 
Hospital, Illinois. 


Danville, 


WANTED—RADIOLOGIST—Board qualified or 
certified—for full-time hospital practice in 


All classified ads payable in ad 
Forms close 15th of month prior to 
date of issue. ResipeNT Puysician, 
1447 Northern Boulevard, Manhasset, 
New York. 
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f al care program of the Miners 
Memorial Hospitals. Board qualified mea" 
will work with Board Diplomate. Starting 
compensation $18-$22,000. Progressive pay 
scale. For details address: The Clinical 
Director, Miners Memorial Hospital Associa 
tion, 1427 Eye Street, N.W., Washington 5, 
D.C. 
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MEDIQUIZ® 
From page 184) 


Answers and References 


1(C) Item writer's experience: ap- 
proved by 3 reviewers. 

2(C) Wintrobe, M. M., Clinical 
Hematology, 3rd ed., 1951, 763. 

3(E) Cecil and Loeb, Textbook of 
Medicine, 1951, 1352. 

4(A) Nelson, W. E., Textbook of 
Pediatrics, 4th ed., 1945, 294, 

5(A) Christopher, F., Textbook of Sur- 
gery, 1944, 195. 

6(C) Cabot and Adams, Physical 
Diagnosis, 13th ed., 227. 

7(D) Levine, S. A., Clinical Heart 
Disease, 3rd ed., 205. 

8(B) Purves-Stewart, Diagnosis of 
Nervous Disease, 7th ed., 130. 

9(D) Cecil, Textbook of Medicine, 7th 
ed., 1224. 

10(A) Karsner, H. T., Human Pathol- 
ogy, 6th ed., 765. 

1I(A) Walshe, Diseases of the Nervous 
System, 1949, 79. 

12(C) Romanis and Mitchner, Science 


and Practice of Surgery, 9th ed., 


653. 

13(C) Slobody, Survey of Clinical 
Pediatrics, 1955, 323. 

14(D) Slobody, Survey of Clinical 
Pediatrics, 1955, 9. 

15(B) Dodge, P. R., et al., “Hypogly- 


cemia Complicating Treatment 
of Phenylketonuria with a Phe- 
nylalanine-deficient Diet," N. 
Engl. J. Med., 260:22, 5/28/59, 
1104, 

Sprague, et al., “Hyperfunction- 
ing Lesions of the Adrenal Cor- 


tex," J.A.M.A., c. 151, #8, 2/ 
21/53, 629. 
17(B) Item writer's experience: 


proved by 3 reviewers. 
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RESIDENCY IN PATHOLOGIC ANATOMY, 
VA_ Hospital, McKinney, Texas; hospital 
affiliated with University of Texas South- 
western Medical School; collaborating resi- 
dency with St. Paul Hospital and VA Hos 

pital, Dallas, Texas; quarters available - 
nominal rent: residency $3495-$4475; U.S. 
“citizenship or graduate approved U.S. or 
Canadian Medical School. Write: Director, 


Professional Services. 


MEDICAL RESIDENCY AVAILABLE—excelient 
opportunity for training in well organized 
approved program; beginning stipend $250 
= full maintenance and rental allowance. 

ply: Administrator, St. John's Hospital, 
2, Ohio. 


RADIOLOGY RESIDENCY — Three-year ap- 
proved program in 419 bed general hospital, 
University affiliated; training in diagnosis, 
therapy and nuclear medicine. Stipend per 
month: Ist year—$I75; 2nd year—$200, 3rd 
year—$225, plus an additional $75 monthly 
for married house staff. Contact: T. F. 
VanZandt, M.D., Department of Radiology, 
Rochester General Hospital, 501 West Main 
Street, Rochester 8, New York. 


PSYCHIATRIC RESIDENTS — VA_ Hospital, 
Sepulveda, California, near Los Angeles. 
Affiliated with 3 medical schools; 956-beds, 
predominately psychiatric. Approved 3- 
years. Stipend pry ag! $3495 to $4475; 
a 995 to $10,635. Must be a citizen. 

liormation write to: Manager, VA 
Hospital, Sepulveda, California. 


SURGICAL RESIDENTS—Unapproved, Ist and 
years; modern hospital, Washington, 
D.C, area; liberal stipend. Contact: Admin- 
istrator, Suburban Hospital, Bethesda, Mary- 
land 


PSYCHIATRIC RESIDENCIES—three-year ap- 
proved; Michigan's vacationland; balanced 
didactic and clinical training in compre- 
hensive program; salary range five years: 
$7162, $8435, $10,189, $11,463, $11,964; ap- 


pointments July 1962. Dr. ‘Curtis Page, 
Training Director, Traverse City State Hos- 
pital, Traverse City, Michigan. 


APPROVED RESIDENCIES—INTERNAL MEDI- 
cine; 820-bed VA Hospital, 3-4 year pro 
gram; Ohio State University Medical School 
affiliation and supervision: subspecialties 
under full-time Board certified specialists; 
salary, $3495-$5315; U.S. citizenship required 
unless graduate of approved U.S.A. or 
Canadian Medical School; 1961 vacancy in 
Ist or 2nd year only; 1962 vacancies in 
Ist, 2nd and 3rd year programs. Write: 
Chief, Medical Service, Veterans Administra- 
tion Center, Dayton, Ohio. 
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FILING SUPPLIES 


Printing , Patients Records, 
Bookkeeping Systems & Files. 


PROFESSIONAL PRINTING CO., 
NEW HYDE PARK, N. Y. 


THREE-YEAR APPROVED RESIDENCY in Inter- 
nal Medicine; -bed university affiliated 
teaching medical service, including female 
medicine, subspecialties ‘research, isotopes, 
supervised by full-time certified internists. 
Meals and health insurance benefits in- 
cluded. Citizenship, ECFMG certification or 
graduation from U.S. or Canadian medical 
school required. Contact: Dr. Grosvenor W. 


Bissell, Chief Medical Service, Veterans 
Administration Hospital, Buffalo 15, New 
York. 

IOWA CITY — PSYCHIATRY RESIDENCIES: 


Department of Psychiatry, University of lowa 
Medical Center; 3 years approved training; 
broad experience with adults and children; 
community services, inpatient and outpatient 
training and all types of psychiatric therapy 
under close supervision; master of science 
program for residents interested in academic 
and research careers; salary levels $4350 to 
$5000; also available ‘package plan" cover- 
ing 5 years with periods of rotation in the 
Department of Psychiatry and the State 
Mental Hospitals and Schools for Mentally 


defectives; salary levels $7350 to $13,200. 
For information and application blanks 
write: Paul E. Huston, M.D., Chairman, 


Department of Psychiatry, 500 Newton Road, 
lowa City, lowe. 


RESIDENCIES — MENNINGER SCHOOL OF 
Psychiatry; approved three-year program; 
balanced clinical and didactic training in- 
cluding psychotherapy and somatic ther- 
apies, outpatient and child psychiatry; at VA 
State and Menninger Hospitals; affiliated 
with Topeka Institute of Psychoanalysis; five 
year appointments combining residency and 
staff experience for Board eligibility avail- 
able at staff salaries. Write: Registrar, Men- 
ninger School of Psychiatry, Topeka, Kansas. 


APPROVED INTERNSHIP — now available at 
the all new 400-bed Grant Hospital; excel- 
lent graduate teaching program under 
supervision of full-time director, Medical 
Education and Research; $3300 and full 
maintenance: qualified physicians should 
apply: Grent Hosp'tal, Columbus 15, Ohio. 
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OBSTETRICS AND GYNECOLOGY RE 
dency: Fully approved 3-year  progra 
active inpatient and clinic services. Ca 
fornia State licensure required for foreign 
graduates. Starting salary $2700, plus mair 
tenance. Apply: Medical Education, Holly- 
wood Presbyterian Hospital, Hollywood 
California. 


RESIDENCY—OBSTETRICS & GYNECOLOGY; 
AMA approved; available as of date; full 
maintenance. Appl y to: Director of Medi 
Education, Marymount Hospital, 12300 Mc- 
Road, Cleveland (Garfield Heights) 
25, 


RESIDENT PHYSICIANS—I19-bed accredited 
general hospital, immediate openings; rural! 
lake area, 50 miles—New York City; salary 
open liberal benefits; must have ECFMG 
certificate or state license. Apply: Admin- 
istrator, Newton Memorial Hospital, Newton, 
New Jersey. 


ANESTHESIOLOGY RESIDENCY — AMA and 
American Board approved 2-year program 
for graduates of accredited medical schools 
maintenance and stipend. Apply to: Director 
of Medical Education, Swedish Hospit 
Seattle, Washington. 


VACANCY FOR CAREER RESIDENT PM & R 
Service; large Midwest Hospital. Write: 
Box 6202 c/o Resident Physician, 1447 North- 
ern Boulevard, Manhasset, New York. 


UROLOGY—CALIFORNIA. Unexpected illness 
makes available July | or soon thereafter 
one opening for first-year resident in 4- 
year approved program. Write: Director, 
Professional Services, Veterans Administra- 
tion Hospital, Long Beach 4, California. 


SUBURBAN CONNECTICUT. The Norwalk 
Hospital invites inquiries regarding intern 
ships and residencies. Unusual combination 
of community hospital setting and university 
level teaching. Affiliated with N.Y.U.-Belle 
vue Medical Center and associated with 
Yale University School of Medicine, Excel- 
lent living quarters and salary. Apply 
Director, Medical Education, Norwalk, Con 
necticut. 


PATHOLOGY RESIDENCY — FOUR YEARS 
for residents, fully approved for pathologi- 
cal anatomy, and clinical pathology, three 
certified pathologists; surgicals 8000 and 
autopsies 300; teaching conferences and re- 
search facilities available; exchange pro- 
gram with prominent eastern medical school: 
stipend to $5000. Apply to: Dr. Donald D 
Mark, Director of Laboratories, St. Francis 
Hospital, Peoria, Illinois. 
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VIEWBOX DIAGNOSIS 
(from page 24) 

RHEUMATOID OSTEOPATHY 
Note the condensing changes pres- 
ent in the bones bordering both sacro- 
iliac joints and in the ischial tuberosity 
included on this examination. The 
other portions of the bones are osteo- 
porotic, with narrowing of the visual- 
ized hip joint. (A patient with known 
rheumatoid arthritis.) Condensing os- 
teopathy is one of the rarer compli- 

cations of rheumatoid arthritis. 


WHAT’S THE DOCTOR’S NAME 


(Answer from page 190) 


ELMER Hess 


EKG DIAGNOSIS 


(Answer from page 20) 
CALCIFIC PERICARDITIS (Chronic 


constrictive pericarditis). 
aman, 50 years old, with progressive 
exertional dyspnea for 1 year. Exam- 
ination revealed wheezes, rhonchi, and 
hydrothorax, right. B.P. 120/76. 
There was calcium in the pericardium. 
Right heart catheterization revealed 


Patient was | 


characteristic elevation of the diastolic | 


pressure in the right ventricle, of the 
mean pressure in the right atrium, and 
the early “diastolic dip” in pressure 
records from both chambers. He was 
not in heart failure. 
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INTERNSHIPS AVAILABLE—immediately or by 
July 1, 1961; 225-bed fully approved by 
Council on Medical Education and Joint 
Commission on Accreditation of Hospitals; 
all services are very active; affiliation with 
Margaret Haque Maternity Hospital of the 
Jersey City Medical Center, Jersey City, 
for obstetrical training; fully organized 
teaching program; outpatient clinic; salary 
$250 monthly plus full maintenance; ECFMG 
certificate required. St. Francis Hospital, 25 


East Hamilton Place, Jersey City, New 
Jersey. 

APPROVED 2-YEAR RESIDENCY IN PATHO- 
logic anatomy beginning July |, 196l. 
Monthly stipends $400-$466. Quarters for 
single residents on Hospital grounds at 
minimum cost. Active service in 400-bed 


general hospital serving 8000 mental patients; 
affiliation in Pediatric and Perinatal pathol- 
ogy: Armed Forces Institutes of Pathology 
and National Institutes of Health educa- 
tional facilities available; two full-time 
certified pathologists conduct training pro- 


gram. Research opportunities; air-condi- 
tioned anima! experimental laboratory. 
Strong neuropathology department with 


full-time neuropathologists and active re- 
search program. Clinical Laboratory and 
Diagnostic radio isotope program directed 
by full-time clinical pathologist. Write: 
Superintendent, Saint Elizabeth's Hospital, 
Washington 20, D. C. 


ANESTHESIOLOGY, NEW RESIDENCIES AND 
Fellowships—at the University of Pittsburgh, 
School of Medicine. (Health Center Hos- 
pitals: Presbyterian, Children's, Magee, Vet- 
erans, Eye and Ear). All types of surgery 
available. Training in essentially all anes- 
thetic techniques and consultation activities 
of the anesthesiologist. Write: Peter Safar, 
M.D., Professor and Chairman, Department 
of Anesthesiology, University of Pittsburgh, 
School of Medicine, Pittsburgh 13, Penn- 
sylvania. 


APPROVED ROTATING INTERNSHIPS — avail- 
able immediately in 300-bed community hos- 
pital located in the Piedmont region of 
North Carolina; unique teaching program 
conducted by recognized specialists; resi- 
dencies in surgery and medicine also avail- 
able. Write: Director of Medical Education, 
City Memorial Hospital, Winston-Salem, 
North Carolina. 


FOR SALE OR RENT 


FOR RENT OR SALE—Completely furnished 
air-conditioned office, suitable for one or 
two doctors; town 


of 4000: large rural 
area; excellent 30. bed hospital. Contact: 
Mrs. J. G. Crovatt, Camilla, Georgia. 
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